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CARE OF THE INDIGENT AND SEMI- 
INDIGENT SICK * 
A REPORT ON 


THE ALAMEDA COUNTY 


M.D. 


PLAN 


By Georce G. REINLE, 
Oakland 


1X a of this year, at the annual session of 
the California Medical Association, T had the 
pleasure of outlining the Alameda County plan 
for the care of the indigent sick. I now bring to 
you a report of the progress of that plan to date. 


NATURE OF THE PROBLEM 


The problem we faced was threefold: 
vide adequate, 
care 

1. To indigent citizens ; 

To individuals who, by reason of reduced 
income, were unable to meet their medical obli- 
gations on a normal basis; and 

3. To individuals able so to fulfill such obliga- 
tions. 

While it was felt that this was a task to be 
undertaken by organized medicine, the fact was 
recognized that no such plan could succeed with- 
out the whole-hearted support of the county and 
municipal authorities. In Alameda County this 
meant, first of all, the codperation of the Alameda 
County Institutions Commission, which organiza- 
tion has full control over all county institutions 
for the care of the indigent sick, including clinics, 
which are wholly supported by county funds. 
This support was emphatically given on August 23, 
1932, with the passage by the county supervisors 
of an ordinance withdrawing county support from 
clinics for all but the indigent. 


To pro- 
efficient and satisfactory medical 


ALAMEDA COUNTY DEFINITION OF “INDIGENT” 


The county institutions, directed by Dr. Ben- 
jamin W. Black, medical director of Alameda 
County, were adequately prepared to take care of 
the indigent. “Indigent,” as defined in Alameda 
County, has been approved by the District At- 
torney and the Attorney-General. Our definition 
states that “An indigent is a resident of Alameda 
County who acquires a type of medical care and 
treatment which requires his admission to a clinic 


* Rez ad before the Harbor 
County Medical Association, 
1933. 

Ed. Note.—See also editorial comments, page 343. 
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or hospital operated by Alameda County, or who 
is not ambulatory and may be treated by a county 
physician in his home and who is unable to pay 
for such care and treatment from assets in hand or 
from assets in the hands of responsible relatives.” 

As for the person of ample means, it is un- 
necessary to state that adequate medical care is 
available now as heretofore; but it should be 
pointed out that much more is available for his 
money than ever before. 


CARE OF THE SEMI-INDIGENT 


We now have left for consideration that large 
middle class, whose economic status has been 
sharply reduced in recent years through no fault 
of their own. The Alameda County Medical As- 
sociation undertook to provide for this class of 
persons on a part-pay basis. I shall not undertake 
to set forth in detail the set-up of the Alameda 
County plan, but there are certain essential fea- 
tures which should be touched upon. 


In the first place, the members of the Alameda 
County Medical Association went on record as 
being willing to assume the obligation of caring 
for these middle-class patients. All applications 
for medical aid are received by social service 
workers at the county clinics; and then these ap- 
plications are referred to members of ~ county 
association whose names are selected in rotation, 
and also according to geographical an ation and 
the kind of service required. 


WHAT ALAMEDA COUNTY HAS ACCOMPLISHED 


This is what we have accomplished : 

A report from the Alameda County clinics for 
the period from December, 1932 to August, 1933 
inclusive, shows eligibility investigations totaling 
25,653, and references to private physicians 1, 317. 
References to private physicians in December 


were 73. In the following months the numbers 
ran 125, 151, 170, 140, 137, 152, 173, and 197. 
These, I believe, are significant figures. They 


show that during those nine months 1,317 persons 
applied for medical aid who were able to pay to 
some extent the cost of that aid. It is an interest- 
ing fact—and this statement is based on reports 
of our physicians—that a large majority of these 
people were glad to have been lifted out of the 
indigent class by means of the Alameda County 
plan. 
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As every member of this audience knows, many 
of these part-pay patients are substantial Ameri- 
can citizens who shrink from accepting charity. 
We have thus accomplished three important 
things: 

1. Enabled these people to maintain their self- 
respect and at the same time to receive the medical 
care to which they are entitled ; 

2. Brought to the physician patients who would 
otherwise have been lost to him; and 

3. Removed a load from the already 
burdened taxpayer. 

I should here interpolate an explanation of the 
term “part pay.” The physician to whom a case 
has been assigned determines the economic status 

his patient and fixes the charge accordingly, 
whether it be 50 cents, $1, or more. He collects 
the fee at the time the service is rendered, and 
thus the “part pay” becomes “full pay.” 


over- 


FULL COOPERATION NECESSARY 


Necessarily the fulfillment of this plan requires 
the utmost cooperation of the various clinics. 
Where an individual applies to a recognized chari- 
table agency and he is not known to the agency, 
the call is referred to a physician in the same man- 
ner through the Central Social Service Agency. 

If the physician who has been sent on the case 
can work out the financial problem with the pa- 
tient, the case then becomes a part of his own 
private practice. If he determines it to be an indi- 
gent case, he may refer the patient to the clinic 
operated by the county, a hospital operated by 
the county for charity cases, and/or the county 
physician paid by the county to care for indigent 
cases. In each case the doctor makes out a report 
describing the social status of the patient and 
indicating the disposition of the case. 


SPECIAL PROVISIONS 


The problem of obstetrical cases was solved by 
the formation of a component group, the members 
of which will accept any case referred to it by 
the social service at a reduced fee. Fees collected 
from such cases are deposited in a central fund 
which, after the visiting nurses are paid, is di- 
vided equally among the members. 

Pathological laboratories coéperate on a_re- 
duced fee basis. If the specimen is sent to the 
laboratory, one-fourth of the regular fee is 
charged. If it is necessary for a laboratory repre- 
sentative to call at the home of the patient, one- 
half of the regular fee is charged. 

X-ray laboratories perform the service required 
at 25 per cent less than their established rate. 
Members of the Alameda County Pharmaceutical 
Association dispense standard drugs at low prices 
to part-pay patients. 


OTHER WORK IN PROSPECT 


Three units of the Alameda County plan are 
not yet completed. These are: hospitalization, 


credit rating, and preventive medicine. 
Hospitalization—We have organized, and will 

the East Bay Mutual 

County 


soon have in operation, 


Hospitals. Sponsored by the Alameda 
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Medical Association, this nonprofit unit will be 
managed by a medical director who, in turn, will 
be responsible to a board of directors representing 
the medical association and the accredited hospi- 
tals. It is proposed to issue beneficiary certificates 
of membership at a nominal fee, which will entitle 
the holder to a certain number of days per year 
in any of the member hospitals. 

In establishing the hospital unit, we recognize 
the fact that the interests of organized medicine 
and the hospitals are identical, and that no plan 
can be successful unless hospitalization is pro- 
vided for. To this end a long and careful research 
was conducted with the aid of Dr. Walter M. 
Dickie, Director of Public Relations of the Cali- 
fornia Medical Association, and Mr. Hartley F. 
Peart, general counsel, codperating with the coun- 
cil and officers of the Alameda County Associ- 
ation. 

In formulating the hospital unit, it was agreed 
that unless all hospitals in good standing in a 
given locality are embraced within the scheme, 
it will not prove satisfactory in the long run. 
Therefore, the set-up was erected so as to provide 
identical conditions for member hospitals and thus 
eliminate the possibility of undue competition 
or underbidding. 

We have also sought to avoid the pitfalls of the 
commercial clinic organized for profit. Holders 
of certificates will not be limited as to choice of 
physician or hospital, provided that the physician 
is a member of the county association, the hospi- 
tal a member of the East Bay Mutual Hospitals, 
and the physician is permitted to practice in the 
hospital selected. 

Credit Ratings —The Retailers’ Credit Associ- 
ation of Alameda County, a nonprofit organiza- 
tion, has offered credit service at nominal cost. 
The plan provides for the establishment of a 
professional credit rating bureau through which 
the physician-member will be enabled to obtain a 
credit report on any patient of whose status he is 
not certain. It also provides for reports on pa- 
tients whose economic status may have so changed 
as to raise them out of the part-pay class. This 
unit of the Alameda County plan is still under 
consideration. 

Preventive Medicine.—Preventive medicine, the 
last unit of the plan to be considered, is, I believe, 
of such extreme importance to the medical pro- 
fession as to deserve the earnest consideration of 
every one of us. 


“COSTS OF MEDICAL CARE” 


We have heard a great deal about the “costs” 
of medical care, both in our medical journals and 
in the lay publications. I wish that I might at this 
moment mount a high pinnacle and shout to the 
people that never in the history of the world could 
medical care be obtained at the low cost at which 
it is offered today. But since I am not endowed 
with the powers to perform that superhuman feat, 
we can only trust that the people themselves will 
realize that such is the fact, while we (organized 
medicine) roll up our sleeves and begin to plow 
the newer field of preventive medicine. 
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SOME PHASES OF PREVENTIVE MEDICINE 


In dealing with preventive medicine, I feel that 
I should seek not a pinnacle but a deep canyon, 
for I have nothing to shout to the world. 


I beg your indulgence while I present some 
statistics, which I believe spring from reliable 
sources. Surveys have shown that in any speci- 
fied time about two per cent of the population 
is incapacitated for work on account of sickness. 
Death in the United States from various diseases, 
not including accidents and suicides, totaled in the 
year 1931 more than 1,175,000. 

Dublin has calculated that about one-third of 
the deaths which occur every year are preventable, 
even under present-day conditions. It is estimated 
that about 120,000 babies die annually from pre- 
ventable conditions during the first year of life. 

At the ages from twenty-five to twenty-nine, 
the number of deaths regarded as due to entirely 
preventable causes exceed 30,000 a year. The 
capital value of the individuals who die at these 
ages, based on net future earnings, amounts to 
$750,000,000. 

Computing the value of life at each age period, 
Dublin has estimated that the total capital value 
of the lives which can be saved annually, through 
the application of modern preventive medicine and 
public health measures, is in excess of $6,000,- 
000,000. In other words, the cost of sickness 
through premature mortality is more than half 
again as large as the cost of medical care. 


It has been estimated that the cost of prevent- 
able mortality (6 billions) added to the cost of 
medical services (3.6 billions) and the wages lost 
on account of disability (from 0.25 to 0.5 billions) 
brings the total to about $10,000,000,000 a year, 
or approximately $80 per person in the population. 

According to accepted estimates, $30 is ex- 
pended for treatment against $1 for prevention 
annually in the United States, 

Hence it becomes apparent that, aside from the 
appalling waste of human life and the attendant 
sorrow and despair, we are faced with an impor- 
tant economic factor which demands the earnest 
consideration of every physician. 

Time and thought beyond estimate, and untold 
millions have been expended to prevent economic 
loss in industry. What, if anything, can be accom- 
plished to end the unnecessary waste of human 
lives? The answer, gentlemen, rests with organ- 
ized medicine, and it is, I believe, obligatory upon 
every county society and every member of a 
county society to find that answer. 

Blame for the negligence in the field of pre- 
ventive medicine rests not alone with the phy- 
sician; the health officer has been equally, if not 
more, remiss. The solution lies in carefully 
planned coordination between health departments 
and county medical societies. 

One of the first steps must be the instruction 
of physicians in the fundamentals of preventive 
medicine. In Detroit, Michigan, where a plan of 
preventive medicine was inaugurated with 1,100 
physicians and the health department codperating 





CARE OF THE INDIGENT SICK—-REINLE 


291 


(and which is today operating successfully), it 
was discovered that there were physicians who 
did not know the difference between antitoxin and 
toxin-antitoxin. There were many who were not 
familiar with the Schick test. To overcome this 
lack of knowledge, postgraduate conferences in 
communicable disease control (at regular stated 
intervals) should be launched immediately through 
the health committee of the local medical society 
and the health department. 

In addition to stimulating the interest and the 
cooperation of the physician we must, of course, 
go directly to the public in any well-laid plan for 
immunization. Diphtheria prevention might be 
chosen as the field in which to make a beginning 
in the program of medical participation. Our aims 
should be elimination of free clinics, with “every 
physician’s office a health center.” 

A plan of preventive medicine is now being 
developed in Oakland with the codperation of 
the Committee on Public Health of the Alameda 
County Medical Association and Dr. Hieronymus, 
the health officer. 

COMMENT 


This, then, brings up to date the status of the 
Alameda County plan, together with the three 
additional units which are presently to be included. 
I wish at this time to interpolate a word to this 
effect: Without the unselfish, whole-hearted and 
earnest codperation of our members we could have 
done nothing. If any lesson is to be gained from 
our experience, this one is paramount: That the 
medical profession must march as an army, fight 
as an army and, therefore, serve as an army. 


OTHER COUNTIES HAVE FORMED COUNTY 
INSTITUTIONS COMMISSIONS 


It is my pleasure to report that in Santa Clara 
County, which is developing a new charter, the 
Alameda County plan will probably be adopted as 
the result of reports given by our members at a 
meeting of the Board of Freeholders, county 
medical society, social workers and nurses at San 
Jose. Sacramento County has adopted the Ala- 
meda County plan and has installed a County 
Institutions Commission. Riverside County, I be- 
lieve, has adopted the plan in a modified way. San 
Diego County reports a_ successfully operating 
plan, and Los Angeles County at this time is con- 
sidering a plan of medical service and hospitali- 
zation. This latter plan is a periodic payment plan 
providing for a lay sales departme nt which is to 
receive 30 per cent of the gross income. We now 
have an invitation from Contra Costa County to 
appear before its medical profession and explain 
the Alameda County Plan. 


IN CONCLUSION 


In conclusion, gentlemen, I wish to emphasize 
my belief that any plan you may adopt for medical 
service and hospitalization for part-pay patients 
should, by all means, include a strong program 
of preventive medicine. The medical profession 


of your city should take the initiative in impress- 
ing the public as to the importance of preventive 
measures during the preschool age of children, for 
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it is in that age-group that the greatest good can 
be accomplished. 

If I have failed to capture your attention in my 
rather lengthy discourse, I beg your kindly indul- 
gence. I believe that organized medicine should 
not only get into the spirit of the “New Deal,” 
but, with banners flying, should forge to the front 
and lead. And I know that if I, both as an indi- 
vidual and in my official capacity, am able to point 
the way even in a small measure, my own life will 
have been the richer for it. 

204 Dalziel Building, 532 Fifteenth Street. 


SPINAL ANESTHESIA* 


ITS TECHNIQUE, RECORDS, AND RESULTS 


By Louis H. Maxson, M. D 
Seattle, Washington 

T has been my good fortune to be able to at- 

tend the last two meetings of the Section of 
Anesthesiology of the California Medical Associ- 
ation. I have derived much pleasure and profit 
from them. This year your chairman has done 
me the honor to give me a place on the program. 
I have accepted the invitation with considerable 
diffidence because I know that there are many 
here whose knowledge of the subject is greater 
than mine. As a matter of fact, Doctor Harris’ 
excellent paper on technique, and Doctor Waters’ 
talk on the causes of blood pressure drop in 
spinal anesthesia, presented at the San Francisco 
meeting two years ago, gave me much of the 
information upon which our Harborview Hospi- 
tal technique was based. Moreover, in presenting 
our technique for consideration, I fully realize 
that there are other well-established and success- 
ful ways of obtaining the same results. This one 
was devised to mect our particular needs of sim- 
plicity and safety, and has proved so satisfactory 
that we have continued with it. There is but 
one idea for which we can claim any originality, 
namely, that of controlling a simple solution of 
novocain crystals in spinal fluid by gravity. But 
even without presenting anything new it is worth 
while, I think, to evoke further discussion of 
spinal anesthesia by this group, because some of 
our best members still do not accept it, and I feel 
that it should be part of the anesthetist’s equip- 
ment for his task. 


WHERE THESE OBSERVATIONS WERE MADE 


Harborview Hospital in Seattle is a charity 
hospital of 450 beds, recently built and well 
equipped, Our anesthetic staff is small, consist- 
ing of myself, one assistant, and an interne, who 
is on duty for thirty-one days. The form of anes- 
thesia for a given case is generally chosen by the 
senior surgicé -al resident, although I am consulted 
in special or doubtful cases. The final decision 
rests with the surgeon. Spinal anesthesia has been 
an accepted procedure since the hospital was 
opened in March, 1931. At first it was adminis- 

* Guest-speaker paper, 


read before the Anesthesiology 


sixty- 


Section of the California Medical Association at the 
24-27, 


second annual session, Del Monte, April 1933. 
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tered by the operating surgeon, or by the assisting 
resident or intern under his direction; but there 
was such a wide variation of technique that it 
was soon found advisable to have us formulate 
a routine procedure which an interne could easily 
master, and to turn the administration over to us. 
Simplicity and safety have been our ideals. 


BRIEF HISTORY OF SPINAL ANESTHESIA 


A brief history of spinal anesthesia will throw 
some light on the different methods of adminis- 
tering and controlling it. Spinal anesthesia was 
accidentally discovered by J. Leonard Corning of 
New York in 1885 in the course of experimenta- 
tion upon dogs with anesthetic drugs. It was first 
used upon a human being in 1898 by Bier, who 
had the temerity to allow cocain to be injected 
into his own spine. Meanwhile, in 1891, Quinke 
had given us the technique of lumbar puncture. 
In October, 1899, ‘Tait and Caglieri did an oste- 
otomy of the tibia, and in December, 1899, Dr. 
Rudolph Matas injected one per cent cocain into 
the spinal canal and performed a hemorrhoid- 
ectomy. These were the first cases in the United 
States. Spinal anesthesia, however, remained a 
surgical curiosity. 

In 1907, Barker in England, and Chaput in 
France, worked out the principles of gravity con- 
trol technique. Barker used 10 per cent stovain, 
with glucose 5 per cent, sterile water 85 per cent; 
specific gravity, 1.0300. Chaput used stovain 10 
per cent, sodium chlorid 10 per cent, sterile water 
80 per cent; specific gravity, 1.0831. These solu- 
tions were both much heavier than cerebrospinal 
fluid, which has a specific gravity of from 1.004 
to 1.007. They were able to control these heavy 
solutions by gravity. Their principles were abso- 
lutely correct, but the method was not generally 
understood or adopted, for neither glucose nor 
salt in such concentration is desirable in the spinal 
canal. 

In 1908, Jonnesco presented his method of high 

low spinal puncture with the injection of a 
stovain and strychnin solution, His tour of this 
country in 1910 (I saw him demonstrate at the 
University of Pennsylvania) failed to impress the 
profession, as many bad results were mingled with 
the good. His method of vz irying the height of 
anesthesia by spinal puncture in different inter- 
spaces is still one of the recognized methods of 
varying the anesthetic level, although his high an- 
esthesia is outlawed as too dangerous. 

Later Le Filliatre, in France, devised a barbo- 
tage technique, and added this much-misunder- 
stood term to spinal anesthesia nomenclature. He 
disseminated his anesthetic drug in from 10 to 20 
cubic centimeters of spinal fluid, and was thereby 
enabled to produce anesthesia to the neck. His 
principles, somewhat modified, have been retained 
by the French school, and form the basis of the 
volumetric method of control. 

About 1912, Wayne Babcock, who has for a 
generation been one of the successful exponents 
of spinal anesthesia, devised a solution of stovain 
in distilled water, with lactic acid to acidify it, 
alcohol to make it lighter than spinal fluid, and 
strychnin to fortify the spinal cord. This solution 
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attained some popularity. It depended for effec- 
tiveness upon dispersion in the spinal fluid. T used 
it a few times in 1915, but I must admit that 
I did not know much about what I was doing. 
Little was known by the profession at large of 
the principles involved in spinal anesthesia, and 
naturally many deaths occurred. The method was 
held to be unsafe and again fell into disrepute, 
save for a few pioneer souls who went on perfect- 
ing the technique and gaining knowledge of the 
physiologic principles. 


DRUGS USED IN SPINAL ANESTHESIA 


Many drugs have been tried for spinal anes- 
thesia, but all proved unsatisfactory in some par- 
ticulars until the advent of novocain. About 1920, 
Doctor Gaston Labat worked out the method he 
has used and taught successfully ever since. He 
uses neocain (French novocain) crystals dissolved 
in spinal fluid, and disperses it by barbotage to 
the desired level. He insists upon Trendelenburg 
position as a protection against cerebral anemia. 
He has a large following all over the country. 

It remained, however, for George P. Pitkin to 
give spinal anesthesia the impetus which has re- 
established it in popularity and usefulness during 
the past five years. After careful and numerous 
animal experiments, he devised a novocain solu- 
tion in a special medium which was given the 
rather unscientific name of spinocain, and a tech- 
nique for controlling its action. This solution, as 
you all know, consists of novocain, sterile water, 
alcohol and a starch, amyloprolamin. It is lighter 
than spinal fluid. It depends upon dispersion plus 
gravity control. A carefully worked-out technique 
is given for reaching the desired levels. It is the 
logical method for cases that must be put into 
deep Trendelenburg position for operative con- 
venience. 

The method described by Harris at the conven- 
tion two years ago was one of volumetric control, 
not obtained by barbotage but by simple with- 
drawal and reinjection of the desired quantity of 
spinal fluid, after dissolving in it a dose of novo- 
cain proportional to the length of effect desired. 


FACTORS WILICH INFLUENCE 
ANESTHESIA 


SPINAL 


Practically every authority differs in some detail 
from the others. The reason for this is apparent 
when one considers the many variable factors 
which may influence spinal anesthesia, I shall 
name some of them without further comment : 
Position of the patient during puncture. 
Interspace chosen. 

Volume of fluid withdrawn. 

Dose of drug. 

Resultant concentration of solution. 
Rate and force of injection, 
Intradural pressure of the spinal fluid. 
Specific gravity of solution. 
Barbotage. 

10. Position of patient after puncture. 

These are the major variables, as I see them. 
I believe that Professor Waters said that there 
were fifteen. At any rate, any one of them can 
Is it any wonder, then, that 
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influence the result. 
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different men have different methods? With this 
explanation, I shall briefly present the method that 
we use, and our reasons for each step, expect- 
ing to encounter differences of opinion regarding 
them all. 


HARBORVIEW HOSPITAL GRAVITY 


TECHNIQUE 
General Rules for Safety. 

1. Spinal Anesthesia is not to be used for oper- 
ations above the diaphragm, nor for those ex- 
pected to take more than two hours. (Nitrous 
oxid and oxygen may be used if the operation is 
ene prolonged. ) 

Novocain crystals, dissolved in spinal fluid, 


CONTROL 


to a the anesthetic agent. Maximum dose, 200 
milligrams. 
Comment.—While high anesthesia, and even 


total anesthesia, is possible by the spinal route, as 
shown by Vehrs of Portland, and others, it has 
an inherent high mortality which we are not justi- 
fied in incurring. But spinal anesthesia, limited 
to the diaphragm and below, has a comparatively 
negligible mortality. It is the spinal anesthesias 
that “get away” which cause alarming symptoms 
and death. 

Cocain, tropococain, stovain, apothesin, butyn, 
and other drugs have been tried and discarded, 
one by one, until today novocain (the German 
product) or neocain (the French) in pure crystal- 
line form have the field to themselves. American- 
made procain seems not so reliable. Nupercain 
and pantocain are not yet established. 

The cerebrospinal tract is so intolerant of drugs 
and foreign substances in general (even normal 
saline solution being irritant) that it seems unwise 
to introduce any foreign substance—such as alco- 
hol, strychnine, starch paste, lactic acid, glucose, 


or salt—other than the anesthetic drug itself. 
ZONES 
For the sake of simplicity, we use but two 
zones. 


1. To the umbilicus: For genito-urinary cases, 
gynecology, appendectomy, orthopedic work in the 
legs, herniotomy, etc. 


2. To the costal margin or diaphragm: lor 
gall-bladder and stomach surgery, general ex- 


ploration, intestinal obstruction, etc. 


Comment.—It seemed unnecessary to attempt 
the fine differentiation into smaller zones, espe- 
cially as our safety rules kept us with the dia- 
phragm as our upper limit. As experience is 
gained, we do attempt to limit anesthesia to the 
perineum, for example, or to the perineum and 
legs, and for kidney cases to carry it higher on 
the side to be operated on; but these are refine- 
ments of the method which must wait on experi- 
ence with it. We do not expect our interns to do 
these things on their second day of service, but 
we do expect them to carry out the general in- 
structions from that time on. 


DOSAGE 


For the same reason we use, as a rule, but two 
dosages. 
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1. One hundred milligrams for operations of 
forty-five minutes or less, limited to zone 1. 

2. Two hundred milligrams for longer oper- 
ations, and for zone 2. 

Comment.—We vary the dosage occasionally, 
but for major work generally give the full dose 
of 200 milligrams. We have proved that this dose 
can be given routinely without harmful effect, 
unless there is an idiosyncrasy to novocain. For 
rectal work we have given as little as 50 milli- 
grams. For upper abdominal work in robust indi- 
viduals, we have five times given 300 milligrams. 

PRELIMINARY MEDICATION 

The patient receives the usual preoperative 
medication. 

1. A barbiturate (generally sodium amytal) the 
evening before, and also early in the morning of 
operation, 

2. Morphin and atropin in suitable doses, one 
hour before operation. 

Comment.—Spinal anesthesia can be success- 
fully administered without this preliminary medi- 
cation, but the patient is in better condition men- 
tally and physically with it. We do not fear a 
summation effect upon respiration, circulation, or 
blood pressure. We agree with McKesson that 
holding pulse, respiration, and blood pressure at 
or below normal is for the patient’s best inter- 
est—a state of artificial hibernation, he calls it. 


POSITION 


Sitting sidewise on operating table ; back bowed ; 
patient supported, “nose to knees.” 

Comment.—We use the lateral position when- 
ever the patient is too ill or too crippled to sit up, 
but find the puncture more easily made in the 
sitting posture. Moreover, the upright position is 
the logical one when using a heavier than spinal 
fluid solution. 

PREPARATION 


Tincture of iodin, half strength. 
POINT OF INJECTION 


The fourth lumbar interspace, or the first feasi- 
ble interspace above it. 

Comment.—We avoid high injections for many 
reasons, but chiefly because their results cannot be 
accurately predicted, and the resultant anesthesia 
may go too high. The fourth lumbar interspace 
is most easily located. It leads into a relatively 
large well of spinal fluid. It is below the end of 
the spinal cord, thus avoiding possible permanent 
injury to that structure. While the needle often 
touches a nerve of the cauda equina, as manifested 
by a sudden twinge in one leg, experiment has 
proved that it cannot pierce it at this level. 


VASOMOTOR STIMULATION 

None. 

Comment.— We formerly used ephedrin sul- 
phate, grain one-half hypodermically, given at the 
time the lumbar puncture was started; that is, 
about five minutes before the novocain was in- 
jected. This often caused a slight rise of blood 
pressure before the spinal anesthesia became effec- 
tive. For the past six months or more, on the 
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strength of Labat’s argument, we have omitted it, 
and find that our patients apparently get along 
as well. Should there be collapse during the an- 
esthesia, we would use first of all artificial respi- 
ration, then epinephrin or coramin, or both, as 
inhalation. Mouth to mouth insufflation is some- 
times necessary. 
ARMAMENTARIUM 


1. Syringes: A two cubic centimeter and a ten 
cubic centimeter Luer syringe. 

2. Needles: A very fine, one-half inch needle 
for the first skin wheal. A one and one-half inch 
needle for deeper injection of the tissues. Two 
spinal needles, gauge 20, short bevel. A Wasser- 
mann needle for mixing. 

3. A pointed Bard-Parker blade to nick the 
skin, 

4. A 200 milligram ampoule of novocain crys- 
tals. 

5. A file. 

6. Tincture of iodin, 31% per cent, sufficient 
quantity. 

7. Novocain solution, one-half of one per cent, 
sufficient quantity. 

8. Sterile gloves. 

Comment.—The superiority of the small-gauge, 
short-bevel spinal needle over the old Bier type 
needs no emphasis. The blade for nicking the skin 
makes for neater work, 


LUMBAR PUNCTURE 


1. Paint back with tincture of iodin. 

2. Locate fourth lumbar interspace. Mark in- 
jection point with thumb nail. 

3. Fill two cubic centimeter syringe with novo- 
cain solution. Attach small needle. Make skin 
wheal at point marked. Withdraw needle. Re- 
insert to full depth and infiltrate one cubic centi- 
meter. 

4. With longer needle, infiltrate interspinous 
ligament and tissues around foramen, 

5. Nick skin with knife point. 

6. Insert spinal needle at right angles to skin, 
bevel parallel to axis of spine, until dura is pene- 
trated and spinal fluid flows freely. Replace stylet. 

Comment.—Lumbar puncture should be pain- 
less except for the first needle-prick. It is more 
easily described than done neatly, but facility is 
soon acquired. Even the experienced man, how- 
ever, will occasionally have difficulty. The oblique 
approach often helps in hard cases. 


INJECTION 


1. Break neck of ampoule. 

2. Withdraw stylet and allow four cubic centi- 
meters of spinal fluid to drop into ampoule. Re- 
place stylet. 

3. With the Wassermann needle on ten cubic 
centimeter syringe, dissolve novocain crystals by 
barbotage. Detach Wassermann needle. 

4. Withdraw stylet. Attach ten cubic centi- 
meter syringe and inject novocain-spinal fluid 
solution at uniform rate: one cubic centimeter in 
five seconds. Withdraw spinal needle. 

Comment.—A constant amount of four cubic 
centimeters is withdrawn. This, with two hundred 
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milligrams of novocain, makes a five per cent 
solution, with a specific gravity .008 higher than 
spinal fluid alone. It is this small difference, how- 
ever, that makes gravity control possible, as 
proved experimentally and clinically. The slow, 
uniform rate of injection gives a slight, but practi- 
cally uniform amount of dispersion in the fluid 
in the canal. This amount of dispersion will carry 
anesthesia to the umbilicus, unless modified by 
position of patient. 
FOR ZONE 1 

1. Place patient on back, or in required surgi- 
cal position, not in Trendelenburg position. Sup- 
port head and shoulders with pillow. Proceed 
with preparation. 

Test level of anesthesia with pin or hemo- 
stat. If satisfactory, operate. If too low, lower 
head five degrees, and wait until satisfactory level 
is reached, then level table. 

FOR ZONE 2 
1. Proceed as before, but lower head of table 
5 to 10 degrees. Prepare patient. 
Test level of anesthesia from time to time. 
When high enough, level table and operate. 
Comment. — Trendelenburg position, if con- 
tinued with this method, will carry anesthesia too 
high. Therefore, do not use it as a routine. If 
deep Trendelenburg is required for the operation, 
wait at least ten minutes, or modify the technique 
by using twice the amount of spinal fluid, thus 
producing a 2% per cent solution of specific 
gravity 1-008; .004 higher than spinal fluid alone. 


GENERAL SUGGESTIONS 

1. Handle patients gently. 

2. Handle needles by the hub, not by the point 
yw shaft. 

3. Avoid loss of spinal fluid. 

4. Keep track of blood pressure at appropriate 
intervals throughout anesthesia. 

Comment. — With experience the five-minute 
blood pressure readings may safely be omitted. 
As shown by Bowers, respiratory distre ss is the 
thing to watch for. Watch the patient’s color and 
respiration; feel the skin for temperature and 
dryness. These will sufficiently indicate the pa- 
tient’s condition to the experienced man. 

This technique is given in detail, just as we 
teach it to our interns. It may be noted that the 
instructions are very definite: a standard posture ; 
a definite place for the puncture ; a definite amount 
of spinal fluid; a definite dose of the drug; and 
a definite rate of injection. This, we believe, 
makes for uniformity of results. It can be used 
without modification for over 90 per cent of the 
cases, 

EXCEPTIONS 

This technique, unmodified, is not suitable for 
cases requiring extreme Trendelenburg. Such are 
suprapubic prostatectomies. The use of four cubic 


centimeters of five per cent solution with deep 
Trendelenburg will kill these old men with their 
sclerotic arteries and their compensatory high 
for the novocain solution will 
and higher, 


blood pressure; 


gravitate higher causing a greater 
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and greater blood pressure drop and respiratory 
paralysis, resulting in a degree of shock from 
which they will not recover. The same physical 
factors obtain in certain gynecological cases, but 
are not as disastrous since these younger subjects 
stand the fall of blood pressure better. But such 
a drop should never be allowed to occur. Pitkin’s 
spinocain is excellent for these cases, or one may 
use a 2 or a 2% per cent solution, which does 
not gravitate so far nor so fast. 


RECORDS 


The standardization of hospitals about a decade 
ago brought about the glorification of the written 
record. Among others, came the standard “safety 
first” anesthesia record sheet sponsored by the 
National Anesthesia Research Society, which has 
been widely adopted. Records became a sort of 
fetish, and anyone who did not fall in line was 
a hopeless mossback. But as a matter of fact, 
most of us had devised and used anesthesia rec- 
ords long before they were popularized, and we 
know well their virtues and their shortcomings. 
I find that comparatively few of the best anes- 
thetists meticulously keep the five-minute record 
which the standard chart calls for. Instead they 
record essential data, and state on the chart their 
general impression of the patient’s condition and 
the difficulties, if any, which have been encoun- 
tered. For you all know that it is mechanically 
impossible to administer the anesthetic in certain 
cases and keep records at the same time, unless, 
indeed, as has been suggested, the anesthetist 
should grow four hands and a prehensile tail! 
Where everything is going smoothly the record 
can be kept, but in time of trouble, when data 
would be most valuable, it is impossible to obtain 
them. A faked record—one in which the gaps are 
filled in by guess—is much worse than an empty 
one, I have noticed that the best-looking records 
are often turned in by the least competent anes- 
thetists. “Intellectual honesty” should be upheld 
even at the cost of appearances. 

However, when we want to find out something, 
nothing takes the place of records. At the outset 
our knowledge of spinal anesthesia and its results 
was practically nil, and we wanted to learn as 
rapidly as we could. We found that the Standard 
anesthesia sheet was not well adapted to record- 
ing the technique and phenomena of spinal anes- 
thesia. Accordingly we devised a special record 
form on which these things could be put down. 
We have 477 of these records—some of them in- 
complete—and they furnish a rather indisputable 
array of facts. As someone has said ,“Facts are 
stubborn things.” Our total experience at the 
Harborview Hospital now comprises over 1,700 
cases. It is upon the facts shown by these case 
records, and substantiated in the rest of the series, 
that our conclusions are based. 


CONCLUSIONS 

The sheet was intended to record (1) the de- 
tails of technique and (2) the results of our pro- 
cedure. Tabulation of these records shows that 


the unmodified technique has been used in 95 
per cent of the cases. Most of the modifications 
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were for nupercain or pantocain. This argues 
for its general applicability. Supplementary an- 
esthesia was used in 36 per cent of the cases. 
This is a high proportion, but is explained by 
two facts: many of our operations run well over 
an hour, and no attempt is made to avoid sup- 
plementary anesthesia if the patient is afraid, or 
feels touch or traction, or even if he just pre- 
fers to be asleep. There were 1.4 per cent of 
complete failures; by which I mean cases in 
which anesthesia either failed to develop or was 
of such slight intensity that pain was felt. It is 
the custom to ascribe these failures to faulty tech- 
nique and deposit of the anesthesia solution out- 
side of the dura. I cannot accept this explanation 
as adequate, for in several cases it seemed that 
we must be in the dural sac, as we used a short- 
bevel needle and had a free flow of spinal fluid. 
I think, rather, that there are individuals in whom 
usual strength solutions of novocain have little or 
no effect, just as there are those who are hyper- 
sensitive to novocain; for we see failures in other 
types of local anesthesia which can be explained 
on no other ground. 


MORTALITY 


This series of 1,700 cases contains four deaths 
on the table, only two of which can be considered 
as chargeable to spinal anesthesia. 

The first of these, No. 195 of our series, an ad- 
vanced intestinal obstruction case, was moribund when 
brought to the operating room, Twenty minutes after 
the spinal was given, respiration failed and the patient 
died. A death from advanced toxemia and shock; not 
an anesthetic death. 

The second, No, 365, was an advanced cardiac case 
with ascites, in whom the novel operation of implant- 
ing the saphenous vein into the peritoneal cavity, for 
the purpose of draining the latter, was attempted. The 
patient was a heavy man, and water-logged; his heart 
had been progressively failing for several hours. He 
sat up to receive his spinal (an error of judgment, 
perhaps) and died five minutes after it was adminis- 
tered. I think his death was due to the additional 
strain of the sitting posture, upon a heart just about 
ready to stop. 

The third case was more recent. This was a very 
sick woman, with a blood-stream pyogenic infection, 
and multiple abscesses in the right kidney. Pulse was 
140 to 150 before operation; advisability of operation 
was questioned, but after examining her I felt that 
we should take the chance, as it was her only one. 
I gave her the usual dose, placed her on her right side 
with the head of the table lowered, then turned her 
over and placed her in the kidney posture. Here I 
made an error. With the table broken, I allowed her 
head to be lower than the kidney area, and I think 
the anesthetic advanced slowly upward, increasing her 
respiratory difficultyyso gradually that she was gone 
almost before I realized it. In extenuation, it may be 
said that one could not detect cyanosis in the negro 
skin; that her heart was so feeble from the beginning 
that I could not follow the temporal pulse; and that 
she was in such a position and so covered with drapes 
that I could scarcely see her shallow respiration. I 
acknowledge this, however, as a spinal anesthetic 
death. A peculiar thing, and one that misled me, was 
that her pupils remained small, even after death. Can 
any of you explain this fact? 

Since this paper was begun it has become neces- 
sary to add a fourth case, which occurred in the hz ands 
of one of my best interns. His report is as follows 

“Male patient; forty-seven years; weight, 232 pounds. 
Blood pressure, 130/80; pulse, 120; temperature, 102. 
Spinal; 175 milligrams novocain crystals given in the 
third lumbar interspaces at 11:55 p. m. Patient had 


Vol. XX XIX, No. 5 


received pantopon, one-third grain, and ephedrin, one- 
half grain, preoperatively. Anesthesia to umbilicus in 
five minutes. Head not lowered at any time—was 
raised on pillow. Marked drop in blood pressure in 
seven minutes. Patient became cyanotic. Ephedrin, 
one grain, and one ampoule of coramin given. Patient 
was pulseless radially at 12:05 a. m. Two cubic centi- 
meters of adrenalin given directly into heart. Carbon 
dioxid and oxygen given, with artificial respiration for 
thirty minutes. No sign of response at any time.” 

I am at a loss to explain this death, unless it was 
due to the toxicity of the novocain itself. 

Honesty compels me to say that we have had 
other alarming cases, comparatively few in num- 
ber, however, which have had a more fortunate 
outcome. One of these occurred recently, and is 
of interest from the standpoint of the toxicity of 
novocain. The case, one of intestinal obstruction, 
came in as an emergency at midnight. The in- 
tern who gave the anesthetic reported to me that 
the patient had collapsed shortly after the spinal 
was given, and that they had had to work hard to 
restore her. An emergency cecostomy was done. 
Two weeks later I gave her a spinal for a left 
inguinal colostomy, using the usual routine. An- 
esthesia came up to the umbilicus. Twenty min- 
utes after the spinal was given, while all was 
apparently going well, she suddenly gasped and 
turned pale and respiration ceased. I could get 
no pulse. The usual measures were applied, the 
most effective being mouth-to-mouth insufflation, 
and after twenty minutes’ work she was breathing 
well and her heart beating strongly. She was 
watched closely for hours, but had no further 
difficulty. One month later she was brought up 
for removal of the growth from the sigmoid. 
Twenty cubic centimeters of one-half of one per 
cent novocain solution was used for local infiltra- 
tion, and she had a similar syncope, though not 
alarming. This seems to establish the case as one 
of extreme susceptibility to novocain. I can think 
of no practical way to tell these cases beforehand, 
as it surely is not feasible to give all patients a 
preliminary test injection. 


SUMMARY 


I have not attempted to discuss the pros and 
cons of spinal anesthesia as a method. Common 
sense should govern its use, as with other an- 
esthetics, It is true that some bad risks can be 
handled better with spinal anesthesia than with 
any other method, but it should not be used in- 
discriminately nor as a last resort for all the bad 
cases. Otherwise it will be unfairly charged with 
a high mortality, which it does not deserve. We 
offer the Harborview Hospital technique as a 
means of keeping a good mortality record for 
spinal anesthesia, for we can honestly say that 
we have very few patients who show any alarm- 
ing symptoms whatever. In the majority of cases 
the shock-like symptoms are conspicuous by their 
absence. 

CONCLUSIONS 

Our experience with spinal anesthesia given by 
this technique leads us to the following con- 
clusions: 

1. Gravity, or postural, control of the level of 
spinal anesthesia is feasible, simple, and as safe 
as any other method. 
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2. Gravity control is possible with a five per 
cent solution of novocain crystals in spinal fluid, 
without the addition of any other substance. 

3. With this technique the Trendelenburg posi- 
tion is not only not indicated; it is definitely 
contraindicated, except as used to increase the 
height of anesthesia. 

4. With this technique, the novocain is not all 
“fixed” by the nerve tissue in contact with it, in 
ten minutes, as is generally taught. It is possible 
to shift the level of anesthesia after fifteen or 
twenty minutes in most cases. 

5. Untoward symptoms can be avoided by hold- 
ing the upper limit of anesthesia to the costal 
margin. 

6. Two hundred milligrams of novocain is a 
safe dose in anyone not having an idiosyncrasy 
toward it, and gives a desirable length to the 
anesthesia. 

SUMMARY 

1. Reasons for devising Harborview Hospital 
technique. 

2. Brief history of spinal anesthesia. 

3. Harborview Hospital technique presented in 
detail. 

4. Records, and what they show. 

5. Conclusions. 

1409 Medical and Dental Building. 


PHYSICAL THERAPY IN CALIFORNIA* 


A SPECIAL COMMITTEE REPORT 


SPECIAL Committee on Physio-Therapy 

was appointed by the Council of the Califor- 
nia Medical Association in September, 1932. The 
committee consisted of Doctors Charles L. Low- 
man, Howard Naffziger, Rodney F. Atsatt, 
H. Leslie Langnecker, and John Severy Hibben 
(chairman ).7 

SCOPE OF PROGRAM 


In outlining its work, the committee decided 

1. To survey the practice of physical therapy 
from the standpoint of: 

(a) Education—graduate and undergraduate ; 

(b) Practice—by general practitioners, or insti- 
tutions, and by unlicensed technicians. 

2. To submit a report in writing of their find- 
ings, with recommendations, at the next regular 
meeting of the California Medical Association. 

Among the reasons advanced for creating such 
a committee was the suggestion that many mem- 
bers of the medical profession do not fully under- 
stand that physical therapy agents are a part of 
the regular professional armamentarium in the 
practice of medicine and surgery; that those prac- 
ticing physical therapy should have opportunities 
to receive ample training and postgraduate in- 
struction, and that the instruction should be given 


” ae report submitted by a California Medical Association 
Committee on Physiotherapy, and read before the Council 
of the California Medical Association, Del Monte, April 25, 
1933. 


+ The chairman and members of the committee wish to 
thank Dr. Richard Kovacs, chairman of the Committee on 
Physical Therapy of the New York County Medical So- 
ciety, personally for his time and interest in furthering the 
work of the California committee. 
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by qualified physicians or by teaching institutions, 
not by salesmen of manufacturers or hired lec- 
turers. It was recognized that while competent 
technicians should be used to carry out therapeutic 
measures, the responsibility for medical judgment 
in every case, from day to day, rests squarely on 
the shoulders of the practicing physician. When- 
ever a physician cannot himself intimately super- 
vise the indicated measures, he should, of course, 
refer his patient to a physician trained in physical 
therapy, or to a hospital department under a phy- 
sician’s control. 


QUESTIONNAIRE RESPONSES 


Questionnaires were sent to all of the medical 
colleges, hospitals, and county medical societies in 
the state, with the following results: 

1. Survey: 

(a) Of the four medical colleges in California, 
only two offer undergraduate instruction in physi- 
cal therapy. 

(b) Questionnaires were sent to thirty-nine of 
the county societies of the California Medical 
Association, each being asked to appoint a special 
committee to codperate with the state society com- 
mittee. In this way, interest and attention were 
directed toward physical therapy, not necessarily 
to increase its use, but to improve the quality of 
work, Of the thirty-nine county medical societies, 
five have created special committees on physical 
therapy ; with two the matter is pending. The San 
francisco County Medical Society has had an 
active functioning committee which recently made 
a survey of physical therapy in the hospitals in 
San Francisco County. 

(c) To fifty-one hospitals in California, ques- 
tionnaires were sent and thirty-nine replied. In 
reply to the first question—Do you possess a 
physical therapy department ?—thirty-five, or 89 
per cent, answered yes, and four, or 11 per cent, 
answered no. To the second question—Is it under 
the control of a qualified physician ?—thirty-five 
replied. Of these twenty-four, or 68 per cent, 
answered yes, and eleven, or 32 per cent, answered 
no. The committee offered its advisory services 
to all hospitals contemplating the establishment 
of a physical therapy department. The committee 
also suggested the presentation of papers at staff 
meetings in order to stimulate a better and more 
intelligent discussion of the value and limitations 
of physical therapy. Effort will be made to have 
manufacturers and distributors of physical ther- 
apy and x-ray equipment codperate to discourage 
or do away with commercial lecture courses. 

2. Educational activities : 

Papers, lectures, and films have been given and 
shown before medical societies and hospitals as 
follows: 

Paper—“Physical Agents in the Treatment of 
Pneumonia.” 

An educational film on “Physical Therapy.” 
This was shown three times, with explanatory 
comments. 

A film on “Massage” was shown before the 
Western Hospital Association annual convention. 
Corrective exercise literature was supplied by the 
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Council on Physical Therapy of the American 
Medical Association. 

A paper on “Progress in Physical Therapy” 
was read before the industrial section at the an- 
nual meeting of the California Medical Associ- 
ation. An educational film was also shown. 

RECOM MENDATIONS 

The committee recommends a program for a 
half-day session on physical therapy at the next 
annual meeting of the California Medical As- 
sociation. This is not to be regarded as a re- 
quest for a special section, but as a method of 
spreading further information among general prac- 
titioners in order to get a more rational view of 
the indications and limitations of physical thera- 
peutic measures. The committee hopes presently 
to be able to offer to the profession free instruc- 
tion on courses in physical therapy. We will have 
available a list of accredited institutions which 
offer graduate and postgraduate instruction. 

PLANS FOR THE FUTURE 

At the 1933 Del Monte meeting of the Cali- 
fornia Medical Association, it was considered ad- 
visable to wait until fall before starting on an 
active educational campaign. 

Our first step will be to again contact the medi- 
cal societies which have not appointed committees, 
and to codperate with such committees as have 
been appointed. Cooperation would include: 

1. Making a more detailed survey of hospitals 
and institutions practicing physical therapy ; under 
whose direction the work is being carried on; 
qualifications of technicians and physicians ; equip- 
ment ; and details of any graduate or post-graduate 
instruction given. 

2. To promote the teaching of physical ther- 
apy to graduates and undergraduates in medical 
schools and hospitals; to make a survey of such 
schools and to ascertain in writing their curricu- 
lum requirements for admission, the number of 
students graduated each year and whether or not 
diplomas are given; and to secure the codperation 
of manufacturers and distributors, in an effort to 
do away with commercial courses. 

3. To ascertain the number of regular and ir- 
regular establishments offering some form of 
physical therapy treatment to the public, and under 
what authority they operate. 

4. To encourage the presentation of papers on 
physical therapy subjects at meetings of state, 
county and city medical societies, and at hospital- 
staff meetings. 

5. To see that physical therapy literature and 
books are obtainable in medical and hospital libra- 
ries, including such works as: “Handbook of 
Physical Therapy,” published by the American 
Medical Association ; “Principles and Practice of 
Physical Therapy,” three volumes, loose-leaf set, 
edited by Doctors Pemberton, Mock, and Coulter, 
published by W. I. Pryor & Company ; “Electro- 
therapy and Light Therapy,” edited by Dr. Rich- 
ard Kovacs, New York City, published by Lea & 
Febiger, Philadelphia, Pennsylvania; ‘Textbook 
of Physical Therapy” by Doctor Wolf, published 
by D. Appleton Century Company, Inc. ; “Archives 
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of Physical Therapy, X-Ray, and Radium,” a 
monthly publication, the cost of which is $5 per 
year; address, 30 North Michigan Avenue, Chi- 
cago, Illinois. 

Shortly after the appointment of the California 
State Committee, the Western Division of the 
American Physiotherapy Association, and Associ- 
ation of Technicians (including San Francisco, 
Los Angeles, Washington, and Oregon chapters ) 
appointed contact representatives to act with the 
Committee on Physical Therapy of the California 
Medical Association. The sole purpose of this 
conjoint committee is to gather such information 
as organized medicine may call for at any time in 
relation to technicians of physiotherapy in the 
state. 

It is a working committee, representing the 
entire Pacific Coast, and has seven members. 
These and similar groups, if there are any, should 
be a valuable asset to scientific physical therapy. 

COMMENT 

There are only two state committees in physical 
therapy in the whole United States—one on the 
eastern coast, the other on the Pacific Coast. How 
can physical therapy get adequate recognition un- 
less more state committees are formed? It would 
aid greatly if at least one-half of the states had 
well organized, functioning committees. As soon 
as the medical profession understands that we are 
not merely trying to promote physical therapy, but 
are seeking to regulate its practice and turn the 
tide into legitimate channels, there should be no 
difficulty getting committees organized. Then on 
the day before each annual meeting of the various 
state medical societies, and while working in con- 
junction with the plan of the American Congress 
of Physical Therapy, we could have presented 
both constructive and instructive physical therapy 
programs. 


REFLECTIONS CONCERNING 
NEUROPSYCHIATRY* 


By Cuarves Lewis Auien, M.D. 
Los Angeles 


I. are living in a time of the greatest scien- 
tific activity which the world has ever seen, 
and also in one of greatest uncertainty and unrest. 
The changed and changing views and attitudes of 
the people in all countries have not failed to pro- 
foundly affect medicine, notably neurology and 
psychiatry. 
PSYCHOPATHIC REACTIONS TO MODERN 
CIVILIZATION 
The social and political situations, and especially 
the influence of our mechanized civilization and 
crowding in large cities, with their hurry, excite- 
ments and dissipations, have proved intensely 
neuroticizing, as shown not only in actual nervous 
disease but also in the psychopathic reaction forms 
which complicate the picture in various illnesses. 





* Chairman's address, Neuropsychiatry Section of the 
California Medical Association at the sixty-second annual 
session at Del Monte, April 24-27, 1933. 
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New inventions, while greatly adding to our 
power to combat unfavorable natural conditions, 
enormously facilitating our mobility and furnish- 
ing material comforts hitherto unknown, have 
made on the debit side a vast increase in accidental 
deaths and injuries, followed by prolonged perma- 
nent incapacity in which trauma to the nervous 
system, physical and psychic, plays an important 
part. 

EFFECTS OF SOME MODERN THERAPEUTIC 
AGENTS 

The application to medicine of forces pre- 
viously beyond our control is showing that they 
possess also unsuspected disease-producing po- 
tentialities. We are encountering new forms of 
——— while the malign power of radium and 

-rays, when improperly applied, and the lesser 
a ingers of light therapy and diathermy, empha- 
size the necessity for knowledge and caution upon 
the part of those using them. In this connection 
we must consider the possibility of ill effects yet 
unknown from the development of. still other 
forces. 

The increased ease and rapidity of travel by 
land, sea and air which have brought nearly the 
whole world into closer contact, is serving also 
to distribute noxious agents previously localized, 
and we are getting acquainted with diseases for- 
merly unfamiliar but now becoming pandemic. 

Since the nervous system is the most highly 
organized and vulnerable of structures, the above 
considerations possess a special importance for 
those of us who are occupied with its diseases. 
We cannot turn backward, neither would anyone 
wish to surrender our great practical gains; 
rather, must we be prepared to utilize these and 
more to come, being ever on the lookout for pos- 
sible ill effects, and prepared to combat them. 


INTELLECTUAL CAPACITY OF MODERN MAN 


It is the opinion of those best qualified to ex- 
press themselves that, in his intellectual capacity, 
man has not advanced beyond the ancient Greeks, 
whose thought was of the highest. Much as we 
excel our ancestors in practical gains, amid the 
multiform activities of modern life, there seems 
to be little time left for thinking. Again, in our 
population, the people incapable of this exercise 
seem to increase out of proportion to those so 
capable. It appears that the much vaunted “birth 
control” appeals mainly to the capable. 


DEFICIENCIES IN MODERN 
METHODS 


EDUCATIONAL 


Our great American ideal of universal educa- 
tion is being found to have its limits, and vast 
sums of money are being wasted in trying to give 
higher education to those essentially uneducable. 

Medicine has come to contain so much that no 
one mind can compass all its material. A present 
problem is how to prevent further overloading 
of the medical course, while conveying to the stu- 
dent sufficient theoretical and practical knowledge 
to fit him to enter upon general practice after its 
completion and at least a year’s experience as a 
hospital interne. To do this the specialties will 
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have to be consolidated, perhaps pared, unless 
the period of undergraduate study is lengthened. 
If paring is to be done, the neuropsychiatric goat 
is likely to be the sacrificial animal. 

No one need too highly exalt his own specialty, 
since all are inciuded under medicine and surgery. 
Specialties are properly postgraduate studies, and 
are best approached after a preliminary experi- 
ence in general practice. 

PLACE OF NEUROPSYCHIATRY IN 

CURRICULUM 


THE MEDICAL 


However, we can rightly insist that the principles 
of neurology, medical psychology and psychiatry 
should be taught in the medical course, and that 
adequate clinical instruction be given in the senior 
year and during the hospital service. A large 
public hospital having a psychiatric department can 
furnish adequate material ; but if mental diseases 
are not represented there, a short interneship in 
a state hospital should be required. The above 
should suffice to inculcate at least a proper view- 
point as to neuropsychiatry, a thing which most 
physicians now in practice do not seem to have 
obtained. 

Neurology and psychiatry require a general and 
professional culture far beyond the average. The 
latter in particular presupposes an acquaintance 
with many subjects not strictly medical. Not the 
least service of the psychoanalytic school has 
been its encouragement of literary and anthropo- 
logical studies. 

Neurology and psychiatry are in the nature of 
things inseparable. Only he who is proficient in 
both disciplines can call himself “Neuropsychi- 
atrist.” Our specialties are up to date and ready 
to utilize all proved advances in medicine. 

PRESENT KNOWLEDGE OF THE 

FRAGMENTARY 

Since our actual knowledge of the mind is only 
fragmentary, psychiatry is still largely empirical. 
Nevertheless it is striving mightily. It was not 
until physicians entered the field that psychology 
began to be applied practically. It has never 
lacked hypotheses and we must still live along 
with many, which little appeal to the medically 
trained. It is chiefly through the genius of Freud 
that it has ceased to be static and has become 
dynamic. 


MIND IS 


DYNAMIC NATURE OF FREUD’S TEACHINGS 

We must remember that Freud deals with hy- 
potheses hardly susceptible of exact proof, but 
many of his ideas fit in well with our experience 
and better explain certain mental symptoms than 
anything which we had before his time. While 
the most experienced psychiatrists hesitate to 
accept his views in their entirety, regarding him 
as too dogmatic and greatly exaggerating the 
sexual element, we owe him a great debt for his 
psychoanalytic method and its stimulating effect 
upon the more intimate investigation of mental 
phenomena. 

The psychobiological method most closely ap- 
proximates that of the exact sciences, and best 
appeals to the medically educated. This, while 
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using primarily neurophysiology and pathology, 
anthropology and folklore, finds also a place for 
the I*reudians, the “Gestalt” psychologists, the 
and the behaviorists, and is at- 
tempting to combine these elements into a medical 
psychology which can be accepted by all phy- 
sicians. 


associationists 


MENTAL HLYGIENE 


Isxtramural psychiatry in the form of mental 
hygiene has become an important part of our spe- 
cialty and cannot be neglected. This started as a 
layman’s movement, much of its work must be 
done by people without medical education ; and 
unfortunately there is in some quarters a tendency 
to minimize the importance to it of the physician. 
If it is to exert the beneficent influence pos- 
sible, its working must be kept strictly under 
medical influence. Only the trained physician can 
compass its scientific problems and restrain the 
overexuberant zeal of lay enthusiasts. To do this 
he must himself be able to keep his feet on the 
ground, and to discourage the meddlesome busy- 
bodies who are too prone to see, in natural child- 
ish manifestations and pranks, the working of 
some terrible complex and the beginning of a 
career of crime, and to invoke the law rather than 
to advise normal parental discipline. He must 
also be able to foresee and discourage the waste 
of people’s money in unnecessary and futile “sur- 
veys” and other impracticable projects. Mental 
hygiene should investigate, consider and educate, 
with tact and avoidance of brusque collision with 
popular prejudices. 


ANTAGONISM TO PILYSICIANS 


Of recent decades there has arisen in the popu- 
lar mind a certain distrust, even hostility to phy- 
sicians. This is fostered, of course, by quacks, 
faddists and half-educated people. However, it 
has also been furthered by the fact that too many 
of the regular medical profession, having become 
infected by the prevailing idea that success 1s 
measured by money-getting capacity alone, have 
been trying to exact fees disproportionate to the 
financial situation of the patient. This abuse, 
however, has been little prevalent in neuropsy- 
chiatry, notoriously the least lucrative of special- 
ties. It is fortunate that so many of our num- 
ber are engaged in public work which affords at 
least a modicum of compensation. 

Unfavorable financial conditions have combined 
with popular disfavor and an overcrowded pro- 
fession to bring about our present unhappy situa- 
tion. Measures to relieve the last cause have 
already been initiated, and it is hoped that they 
will improve the quality while diminishing the 
quantity of the medical output. However, con- 
siderable time must elapse before they can afford 
much relief. 


MEDICAL PROFESSION MUST STUDY ITS SOCIO- 
ECONOMIC PROBLEMS 


The recommendations of the majority of the 
“Committee on the Costs of Medical Care” 
not satisfactory to the medical profession as a 


are 
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whole, and it is plain that we must take more 
active steps to protect our interests and not su- 
pinely accept just what is doled out to us. In this 
our group must unite with the others. Physicians 
have been too indifferent to what goes on in Con- 
gress, state legislatures and local governing bodies. 
Only votes affect politicians, and while we have 
been looking askance at so-called “political doc- 
tors,” to protect their interests, physicians must 
take a more active part in politics. When our 
medical associations can emphasize their just de- 
mands by showing that they can control a block 
of votes, some attention will be paid to them. 
In other countries prominent physicians sit in 
both upper and lower parliamentary bodies. lew 
do in the United States. To the few medical men 
in Congress we owe such crumbs as have been 
cast to us. More should be willing to serve, even 
at some personal sacrifice. 


NEUROPSYCHIATRY AND OUR 
INSTITUTIONS 


LAWS AND 


Upon no branch of medicine does the hand of 
the law rest so heavily as upon neuropsychiatry, 
and we are particularly dependent upon the laws 
affecting the insane and the incompetent. In 
California these laws are still far from satisfac- 
tory. If we can convince our Association of the 
importance of this matter and it will exert all its 
influence, we should be able to secure such im- 
provement as to bring this state into line with the 
progressive eastern commonwealths. 

Our state hospitals are greatly overcrowded, 
and while a former legislature provided for a 
new institution in the south, its location and con- 
struction have been unduly delayed. Encouraging 
rather than discouraging private institutions for 
mental patients would save money for the state, 
and would be responsive to the wishes of their 
relatives and physicians. 

The Department of Institutions, while safe- 
guarding the care of these unfortunates, should not 
demand so costly an equipment as to make it im- 
possible to keep them at moderate rates. It should 
also protect licensed institutions from the perse- 
cutions of petty local boards and associations, 
which have been all too common. The neuro- 
psychiatric profession should be represented in 
this department by one of its trusted members. 


SCANDAL OF EXPERT TESTIMONY 


The scandal of expert testimony is of legal 
rather than of medical origin, but it cannot be 
terminated until all reputable psychiatrists refuse 
to enter criminal cases, except as impartial experts 
appointed by the court, as recommended by the 
American Psychiatric Association and the Bar 
Association. 

We have a right to demand satisfactory qualifi- 
cations of those who would practice neuropsy- 
chiatry, and it is our duty as a section of the 
California Medical Association to further the 
movement to establish professional standards for 
all specialties, and to eliminate as far as possible 
pseudo specialists. 

214 South Lafayette Park Place. 
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HYPERSENSITIVITY OF THE SKIN 
TO LIGHT* 


By Laurence R. Taussic, M. D. 
San Francisco 


ERMATOLOGISTS have long recognized 

that abnormal sensitiveness to light was the 
determining factor in the development of a num- 
ber of skin conditions. Among the best known 
of these are hydroa aestivale seu vacciniforme, 
eczema solare, pellagra, xeroderma pigmentosum, 
and lupus erythematosus. Although a consider- 
able amount of clinical and laboratory research 
has been done to establish the mechanism of this 
phenomenon, it has not as yet been satisfactorily 
explained. For this reason, it is thought worth 
while to describe two patients with skin eruptions 
apparently due to exposure to the sun, which pre- 
sented certain unusual features. 


REPORT OF CASES 


Case 1.—D., U. C. O. P. D., No. 211134, a boy seven 
years of age, was first seen in the dermatology clinic 
of the University of California Medical School in 
March, 1932. He had an eruption which had first ap- 
peared the previous July and had been present almost 
constantly since then. The first attack had developed 
following a severe dermatitis due to exposure to 
poison oak, to which the patient is very sensitive. He 
had also had varicella a short time before. The lesions 
had cleared and recurred under various local appli- 
cations, including one exposure to x-ray. So far as 
the mother could tell, the attacks were not connected 
with exposure to the sun. Dark-colored urine had 
never been noted. When first seen, the eruption con- 
sisted of groups of vesicles located on the lobes of 
both ears and over both cheeks. No scarring was 
present, and there were no subjective symptoms. The 
boy was a normal-appearing, husky individual with 
dark hair and a dark complexion. The physical exami- 
nation made in the medical clinic of the out-patient 
department demonstrated no pathology. Tests in the 
allergy clinic failed to reveal any abnormalities. Treat- 
ment consisted in the application of mild ointments 
such as boric acid (ointment) and protection from the 
direct sun. The condition cleared entirely by June, 
1932, between which time and April, 1933, no further 
lesions occurred. On April 10 he again entered the 
clinic with an eruption similar to the one present on 
his first visit, and this second eruption had developed 
following an excessive exposure to the sun while in 
swimming at Santa Cruz. In addition to the vesicular 
eruption on the ear lobes and cheeks, he had a small 
bulla on the back of each hand. Spectroscopic exami- 
nation of the urine did not reveal the presence of 
porphyrin. This attack cleared rapidly under the ap- 
plication of ichthyol in calamin lotion. 


rt t v 


Case 2.—G. B., Children’s Hospital, No. 74228, a 
boy four years of age, was first seen on March 10, 
1933. His eruption had appeared at the age of ten 
months with the development of blisters on the 
fingers, and it had then gradually spread as successive 
crops of blisters on all of the exposed portions of the 
body. The patient’s mother stated that when he wore 
short trousers lesions occurred on the knees and legs, 
but that they ceased to develop when these areas were 
kept covered. When first examined, it was noted that 
the eruption was limited to the exposed portions of 
the body, being most marked on the hands, face and 


*From the department of dermatology, 
California Medical School, 


*Chairman’s address, 


University of 


Dermatology and Syphilology 


Section of the California Medical Association, at the sixty- 
second annual session, Del Monte, April 24-27, 


1933. 
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scalp, with less marked involvement of the forearms 
and legs. The fingers were thickened, resembling the 
appearance of a tuberculous dactylitis, and the nails 
were partially destroyed. Crusted lesions were present 
here and there on the backs of the hands and on the 
forearms, in addition to atrophic and slightly thickened 
scars. On the backs of the hands, too, some of the 
scars contained milia-like bodies as described in epi- 
dermolysis bullosum. The face presented marked 
scarring, sufficient to produce slight deformity of the 
nose, while on the cheeks were several crusted lesions. 
The scalp, especially at the vertex, was the seat of 
a crusted eruption without extensive scarring. There 
were a few depigmented scars noted on the knees 
and legs. An unusual abundance of lanugal hair was 
present on the forearms and face, and he was said to 
have a poor appetite and a tendency to constipation. 
Physical examination disclosed a small-boned, under- 
nourished, anemic-looking boy, but the patient pre- 
sented an intelligence somewhat above normal for his 
age. He was found to have a congenital heart of mild 
grade. The blood count on entry to the hospital 
showed: hemoglobin, 61 per cent; red blood cells, 
2,980,000; white blood cells, 15,500. The blood Was- 
sermann test was negative, as was the tuberculin test, 
both to the bovine and human strains. The basal 
metabolism was plus 24 per cent. The urine was of 
a light port-wine color, and spectroscopic examina- 
tion showed the presence of uroporphyrin. No other 
abnormality of the urine was observed. During the 
time that he was under observation in the hospital, 
the crusted lesions cleared to a considerable extent 
under mild local applications, and the red blood count 
increased to 4,300,000 under a diet rich in vitamins. 
An exposure of a small area of the abdomen to the 
air-cooled quartz mercury arc lamp produced a normal 
mild erythema, as did a similar exposure on one knee. 
I-xposure to the direct sunlight of another small area 
on the other knee also failed to produce an abnormal 
reaction, as did sunlight filtered through a glass slide. 
During the period of observation the apparent amount 
of porphyrin in the urine, as evidenced by the degree 
of discoloration, varied somewhat from time to time, 
but was always present. At no time during hospi- 
talization were bullae or vesicles noted. 


COMMENT 


These two patients both presented eruptions 
which were apparently due to exposure to sun- 
light, but they differed markedly in the grade and 
extent of the involvement. It seems evident that 
the degree of sensitiveness of the first case was 
much milder than in the second. Both cases 
should probably be classified as varieties of hydroa 
vacciniforme in spite of divergences from the 
classical complex. Both patients were male chil- 
dren, and their eruptions were primarily bullous 
or vesicular and were limited to exposed portions 
of the body. Neither one showed seasonal vari- 
ations. In the first case, the last attack definitely 
followed an unusually marked exposure to the 
sun after a prolonged period (nine months) of 
freedom from symptoms likely due to protection 
from the sun. The second patient developed his 
symptoms at the age at which he was first exposed 
to sunlight (ten months), and he had lived an 
open-air existence as much as possible since then. 
It is of particular importance to note that the legs 
remained free of lesions when they were covered ; 
it may also be of value to note that this child 
was undernourished and constipated. The lack of 
abnormal reaction, however, to experimental ex- 
posure to artificial ultraviolet light and to sunlight 
is difficult to explain. One of the tests was made 
on the abdomen and would not be expected to 
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show an abnormal reaction, The other tests were 
done on the knees, which had previously been the 
sites of lesions; but the fact that they had been 
kept covered may explain the loss of sensitiveness. 

The porphyrinuria present in the second case 
is of particular interest in that it was formerly 
thought that the porphyrins were photosensitizers 
and that their presence was the determining factor 
in the development of hydroa-like eruptions, even 
though they were demonstrable in less than half 
of the cases. Schreus and Carrié pointed out that 
a number of authors consider that the presence of 
porphyrins in the urine in considerable amounts 
indicates a congenital porphyrinuria which may 
be associated with light sensitiveness. This light 
sensitiveness is not true hydroa, according to this 
group. In the past few years the opinion has 
gained ground that porphyrinuria was the result 
of changes which occurred as a result of exposure 
to the sun. 

384 Post Street. 


TUBERCULOUS CAVITIES—THEIR SIGNIFI- 
CANCE, PROGNOSIS AND TREATMENT* 


By Cart R. Howson, M. D. 
Los Angeles 
Discussion by Robert A. Peers, M.D., Colfax; F. M. 


Pottenger, M.D., Monrovia; Philip H. Pierson, M.D., 
San Francisco. 


N 1921 Graff ' stated that the tuberculous cavity 

is the death sentence for its bearer. 

Pinner,’ too, says: “Cavities are, of course, 
compatible with long periods of life; but, barring 
intercurrent disease, their bearers will eventually 
die from causes more or less directly attributable 
to the cavity.”” In the face of these striking state- 
ments, a study of the situation seems worth while. 


CLINICAL TUBERCULOSIS AN ALLERGIC 
PHENOMENON 


Clinical tuberculosis is an allergic phenomenon. 
The inflammatory reaction and the symptoms of 
toxemia are primarily a reaction by the tissues 
to the bacterial proteins. The entrance of the 
tubercle bacillus into the tissues of an individual 
who has not experienced a previous infection ex- 
cites only a mild nonspecific inflammatory re- 
action, followed by destruction or encapsulation 
of the organism, 

This is simply the response of the tissues to 
the presence of a foreign body. In the course of 
three or four weeks the tissues become allergic, 
and an acute inflammatory reaction is set up. In 
the already allergic individual—and the large ma- 
jority of adults come within this category—the 
inflammatory reaction is prompt and vigorous, 
varying in intensity according to the degree of 
allergy possessed by the individual and the amount 
of bacterial protein—antigen—present. The viru- 
lence of the bacilli has always been considered 
to be an essential factor, but the recent work of 








* Presented at the eighty-eighth semi-annual meeting 
of the Southern California Medical Association, Pasadena, 
April 8, 1933. 
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3ogen? suggests that this may play a much 
smaller rdle than we have thought. Differences in 
the chemistry of the tissues of different indi- 
viduals, or of the same person at different times, 
undoubtedly play a part, though the substances 
concerned are as yet largely unknown. 

This allergic response is of two types—exuda- 
tive and proliferative. In the exudative type the 
reaction is acute, with extensive exudation. In 
the proliferative type it is more chronic, with a 
strong tendency to the formation of fibrous tissue. 
Cases are classified as exudative or proliferative, 
depending upon which phenomenon predominates 
in the lesion, but both processes may be and 
usually are present at the same time in different 
portions of the areas involved. 

EXUDATIVE TYPE 

The exudative type is distinguished by the 
acuteness of the inflammatory reaction about the 
focus of infection. The pulmonary alveoli in 
the area immediately surrounding the bacilli are 
filled with an inflammatory exudate—the allergic 
response to the tubercle toxinst rather than to 
the presence of the bacilli themselves. 

We have, then, a central area, more or less well 
defined, containing the tubercle bacilli and the 
epithelioid cells, round cells, etc., which go to 
make up the tubercle proper. Surrounding this is 
a more or less extensive area of collateral inflam- 
mation—pneumonitis, As encapsulation of the 
bacilli proceeds, with limitation of the circulation 
of toxic products, this collateral inflammation 
tends to subside, and absorption of the exudate 
takes place as in lobar or bronchopneumonia, 
though much more slowly. Its retrogression can 
be clearly seen if serial roentgenograms are taken 
at suitable intervals. 

In the center of these areas, where the bacilli 
are present in the greatest numbers, the concen- 
tration of toxic bacillary products may be suffi- 
cient to cause necrosis. This occurs in most cases 
of tubercle formation. The individual tubercle 
covers an extremely small area; and if the process 
is confined to localized tubercle formation, com- 
paratively little damage is done. But unfortu- 
nately this is not always the case, and larger areas 
of necrosis frequently develop. Whether this is 
by a gradual enlargement of the initial necrotic 
area, as takes place in an ordinary furuncle, or 
a fusion of contiguous enlz arging tubercles com- 
parable to carbuncle formation, is not material to 
this discussion. 

As the necrotic tissue liquefies, it is only re- 
quired that rupture and evacuation into a bron- 
chus occur. We then have definite cavity forma- 
tion. Strictly speaking, the evacuation of a single 
tubercle constitutes cavity formation, but for 
practical purposes we limit the term to areas large 
enough to be seen on the x-ray film. 


t The term, ‘tubercle toxins,” is loosely used to desig- 
nate the products of tubercle bacilli. No true toxins ever 
have been demonstrated. The products of the tubercle 
bacillus are toxic only after allergy to them has been 
developed; that is, they are toxic only to the allergic 
individual. 
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TABLE 1.—Results in Purnnannnney Cavities at the End of Six Years 
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CAVITIES 


—6 YEARS 











Unim- 
| Total Arreste a Quiescent Improved prove 2d Worse Dead 
Under 1.5 inches.............. 7 0 2 1 0 3 1 
1.5 to 2.5 inches 15 2 2 3 0 2 6 
Over 2.5 inches 10 0 0 2 0 1 7 
Multiple ; 6 0 0 2 0 1 3 
Total 38 2 4 8 0 7 17 
Per cent 


“acute” cavities. They may 


These cavities are 
be of any size and of any shape, but are usually 


not very large; and they form in the early weeks 
or months following the onset of the disease, or 
during an exacerbation. They are surrounded by 
a somewhat irregular wall of infiltration contain- 
ing relatively little fibrous tissue. 


PROLIFERATIVE TYPE 


In the proliferative type of tuberculosis, as has 
already been noted, fibrous tissue formation is 
the predominating phenomenon. The process is 
essentially a chronic one. It may have been going 
on for many months or even years. The tissues 
are allergic, but they also possess a high degree 
of tolerance to the bacillary products. A high 
degree of immunity is present, but not quite suffi- 
cient to arrest the progress of the infection. In 
the presence of this fibrous tissue a concentration 
of toxins sufficient to cause necrosis is finally 
reached, and a cavity formed. Usually this cavity 
has been present for some time before the patient 
is seen by the physician. Its wall contains much 
fibrous tissue, and in consequence is more or less 
rigid. The fibrous tissue in the adjacent areas 
renders those portions of the lung much less 
elastic than normal. Because of the long duration 
of the disease, we are apt to find pleural ad- 
hesions, fixed mediastinum, etc. 

SIGNIFICANCE 

In general we may say, therefore, that cavity 
formation indicates an intense infection in that 
portion of the lung. It indicates, also, a degree of 
immunity which enables the tissues to localize the 
infection rather than to permit its dissemination 


throughout the lung. It is analogous to the differ- 
ence between pyogenic abscess and septicemia. 


PROGNOSIS 


The time is not long past since the general 
Opinion was, once a cavity, always a cavity. The 
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taking of serial roentgenograms of patients, how- 
ever, has demonstrated beyond question that cavi- 
ties, particularly acute cavities having a spheroidal 
outline, can and frequently do heal, becoming ob- 
literated and leaving only a small amount of 
fibrous tissue to indicate their former existence. 

The cavity which is not healed usually con- 
tinues to throw off tubercle bacilli. Exceptionally, 
the wall may heal to a smooth inner lining of 
fibrous tissue, but in most cases activity persists 
to a greater or less degree. For this reason, un- 
hez ‘led c cavities constitute a very definite menace 
to the future health of the individual. Numerous 
studies have been made to determine the extent 
of this danger. 

Kotter * states that clinical healing of cavities 
occurs in 15 per cent of cases. Sprungmann‘* says 
that two years after taking the cure 61.7 per cent 
of cavity patients were dead, and in five years 
75.7 per cent. 

Barnes and Barnes,® in a study of 1,454 cavity 
cases, found that, at the end of one year after 
diagnosis, 80 per cent of the patients were dead, 
and at the end of five years 90 per cent had died. 

Head, Schlack, and Marx® (Table 1) followed 
thirty-eight patients with cavities over a period of 
six years, and found that at the end of that time 
45 per cent were dead and 18 per cent worse, and 
that only 5 per cent could be considered arrested 
and 10 per cent quiescent. Their figures also indi- 
cate that the smaller the cavity, the better the 
prognosis. 

Fales and Beaudet,’ of the U. S. Veterans’ 
Sureau, in a study of 147 patients with cavity 
formation (Table 2), observed over a period of 
twenty-four months, found that a total of 62 
(42 per cent) had healed. 


Their figures show that, of the cavities occur- 


ring in cases with minimal involvement, two out 
of three healed. These, of course, were small 
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cavities. In 55 moderately advanced cases, 34 
(62 per cent) of the cavities were healed after 
two years of more or less continuous rest, while 
of 89 far-advanced cases only 26 (30 per cent) 
were healed. When the cavities are classified as 
to size, it is seen that of those under 2.5 centi- 
meters in diameter, 55 per cent healed, while only 
23 per cent of the cavities larger than that, and 
32 per cent of the multiple cavities, healed. 

These are easily the most favorable results re- 
ported in a series of this size, and it is a striking 
demonstration of what can be accomplished by 
persistence. In dealing with private patients, how- 
ever, one cannot but feel that twenty-four months 
is rather long to wait before concluding that a 
cavity requires more active treatment. 

All these statistics, of course, refer to patients 
who received only conservative treatment. Obvi- 
ously, Graff’s statement that the tuberculous cavity 
is the death sentence for its bearer 1s applicable 
only to medium-sized and large cavities, that 1s, 
cavities having a diameter of two or three centi- 
meters, which do not receive surgical treatment. 
It is evident, however, that an open cavity seri- 
ously complicates the prognosis, and that the 
gravity of this complication is roughly proportion- 
ate to the number and size of the cavities present. 

TREATMENT 

In justice to the patient, therefore, every rea- 
sonable means must be used to secure the healing 

of any cavities which may be present. ‘These 
means will, of course, vary to some extent with 
the conditions found in the particular case under 
consideration. With rare exceptions conservative 
measures should be given a fair trial. When they 
fail, some form of collapse therapy is indicated. 

The simplest procedure and the one carrying 
the least risk for the patient is pneumothorax, the 
lung being slowly collapsed and the collapse main- 
tained for a period of two to four years in the 
average case. The perfection of the technique for 
the induction and maintenance of pneumothorax, 
and the popularization of the operation, may 

fairly be considered the greatest single advance in 
the treatment of tuberculosis in the past genera- 
tion. There is no more spectacular result in the 
entire field of medicine and surgery than that 
obtained by a successful pneumothorax in a very 
ill patient. 

A plan of procedure applicable to most cases 
with cavities may be outlined as follows: 

As soon as the diagnosis is made, the patient 
is immediately placed on bed rest. If he is able 
to use the bedpan without undue strain — and 
many are not—he remains absolutely in bed. If 
not, and his strength permits, he is allowed to go 
to the bathroom for bowel movements. A fair 
proportion of patients with early and more or less 
acute lesions will respond promptly with a dimi- 
nution in temperature and pulse rate, the former 
frequently becoming normal in from within a few 
days to a week or two. Cough and expectoration 
show a corresponding improvement, though some 
expectoration usually persists for a considerable 
period. At the end of three to six weeks (the 
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time depending somewhat upon the extent and 
acuteness of the lesion), stereoscopic roentgeno- 
grams are taken, by portable apparatus if neces- 
sary. If the cavity is getting smaller, the program 
is continued and another picture made in six 
weeks to two months. As long as the cavity is 
diminishing, no radical measures are indicated. It 
is surprising and gratifying to see the rapidity 
with which this can take place at times; frequently 
it will continue to obliteration, the patient becom- 
ing practically symptom-free and usually showing 
a substantial gain in weight. 

A word of warning is in order in dealing with 
these favorable cases from this time forward. 
While exercise may be carefully increased, this 
increase must be carried out very slowly, and 
particular care taken to protect against acute re- 
spiratory infections, because a comparatively slight 
degree of overexercise, or a severe cold, may 
cause a softening of the fibrous tissue and a re- 
establishment of the cavity with startling rapidity. 
If these pitfalls are avoided, the ultimate result is 
most excellent, because, along with the disappear- 
ance of the cavity, there will be a considerable 
degree of resolution in the surrounding portions 
of the lung. The ultimate amount of fibrous 
tissue is usually surprisingly small as compared 
with the amount of involvement originally present. 

When the patient does not respond to a strict 
rest program, and the symptoms fail to show a 
reasonable degree of amelioration, the second 
roentgenogram will usually fail to reveal improve- 
ment in the lesion, and may show progression. 
Depending upon the extent and activity of the 
lesion and the estimated risk of extension, par- 
ticularly to the other lung, collapse therapy may 
be indicated at this time, or one may temporize 
for another month. The longer one waits, the 
greater is the risk of the formation of pleural 
adhesions which will render collapse impossible 
by any measures short of thoracoplasty. I have 
more frequently regretted postponing pneumo- 
thorax than inducing it too soon. 

Chronic cavities, because of the fibrous tissue 
present in their walls, frequently require a some- 
what different procedure. In some cases also, one 
will find evidence of beginning complications, 
such as extension of the infection into the better 
lung, which call for immediate intervention. For 
reasons not yet fully understood, the clover-leaf 
type of cavity (usually acute) shows a marked 
tendency to enlarge rather than heal under con- 
servative treatment. In such cases, and in the 
absence of contraindications, therapeutic pneumo- 
thorax is attempted. 

Unfortunately, because of pleural adhesions, it 
is impossible to secure free pleural space in ap- 
proximately one-third of the cases and, for these, 
more radical measures have to be considered. 
Sometimes a simple exairesis of the phrenic nerve 
suffices. Section and avulsion of the phrenic nerve 
supplying the diaphragm on the affected side is 
a minor operation, so far as shock to the patient 
is concerned, though not free from occasional 
serious and even fatal complications. The result- 
ant paralysis of the diaphragm puts a stop to the 
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downward pull on the lung with each inspiration, 
and to that extent reduces pulmonary activity. 
Secause of the positive intra-abdominal pressure 
and the negative intrapulmonary pressure, the 
paralyzed and relaxed diaphragm tends to rise, 
reducing the volume of that half of the thorax 
by from 15 to 30 per cent. The resultant relaxa- 
tion of the lung exercises a salutary effect upon 
the lesions situated in the lower portion, and fre- 
quently is of great benefit to those in the upper 
portion, even as high as the apex. 

It may not be amiss to sound a word of warn- 
ing to the surgeon who is impressed by the ap- 
parent simplicity of the operation. The phrenic 
nerve presents definite anomalies in over 30 per 
cent of cases. The occasional persistence of dia- 
phragmatic motility, and the not rare develop- 
ment of ptosis and permanent pupillary dilatation, 
attest to the pitfalls the operation affords for the 
unwary, 

If the disease is extensive and practically uni- 
lateral, or if the cavity is large, thoracoplasty may 
have to be considered. We venture the hope that 
some of the partial thoracoplastic operations 
which are now being developed by the thoracic 
surgeons may prove satisfactory for apical lesions 
and so enable us to conserve the greater part of 
the functioning pulmonary tissue in the remaining 
portion of the lung. 

Occasionally pneumothorax is induced, but ad- 
hesions prevent a sufficient degree of collapse of 
the more severely diseased portions of the lung 
to secure a satisfactory result. In time, many of 
these stretch sufficiently. If they do not, and they 
are very dense, it may be necessary to resort to 
thoracoplasty. In a few cases they are so small 
and thin that they may be severed by the cautery 
(intrapleural pneumolysis), using an instrument 
somewhat similar to the cystoscope. There is 
danger of cutting through a blood vessel with 
resultant serious or fatal hemorrhage, or severing 
a tongue of pulmonary tissue drawn out into the 
adhesion, with consequent infection of the pleura 
and empyema of a malignant type. In_ skilled 
hands this seldom occurs, but the operation is 
one calling for a high degree of technical ability. 

A judicious selection, and use of these methods 
which modern medical science has placed at our 
disposal, will not only help us to a more optimistic 
attitude toward the tuberculous patient, but will 
enable us to shorten the convalescent period and 
restore many more of these unfortunates to health 
and economic independence. 


SUMMARY 


1. Cavities constitute a serious complication of 
a pulmonary tuberculous process. 

2. Their persistence means, in most cases, a 
relatively short expectation of life. 

3. A trial of conservative measures should usu- 
ally be made. 

4. If unsuccessful, we should not hesitate to 
have recourse to collapse therapy. 

5. Too much time should not be lost before 
considering the means to this end. 

307 West Eighth Street, 
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RopertT A. Peers, M. D. (Colfax).—Doctor Howson 
gives in concise, easily understood language a clear 
picture of the pathology of tuberculosis as viewed in 
the light of recent studies in allergy as related to 
tuberculous infection. He has traced briefly and 
lucidly what happens in both the exudative and pro- 
liferative types of pulmonary tuberculosis. He reviews 
the mechanism of cavity formation, the potential 
danger of cavities, and the pessimism of many writers 
in discussing the prognosis in patients with cavity 
formation. 

All of this is important, but what strikes the writer, 
in reviewing Doctor Howson’s paper, is his common 
sense, conservative but at the same time complete, 
method of attack in the treatment of cavity. He 
agrees as to the gravity of cavity formation, especially 
large-sized cavity, but he also recognizes that cavi- 
ties, sometimes quite large cavities, heal spontane- 
ously if given rest and time. He acknowledges, too, 
that there are cavities which rest and time alone will 
not heal, and which must be vigorously attacked by 
pneumothorax, by the intrathoracic severing of ad- 
hesions, by phrenic exairesis, by thoracoplasty or 
other surgical methods. 

Everyone of experience, who has watched his pa- 
tients closely over a considerable period of time with 
serial x-rays or fluoroscopic screenings, will bear wit- 
ness to the truth of Doctor Howson’s presentation. 
He will see fairly large cavities become smaller and 
smaller, finally disappearing and leaving, as Doctor 
Howson has stated, “only a small amount of fibrous 
tissue to indicate their former existence.” And with 
this experience in mind he becomes conservative. 
Again, he will see in other patients with apparently 
similar involvement the increase in size of cavity 
and/or the spread of disease, and he will recognize 
that delay is no longer conservatism, but procrasti- 
nation. The writer thinks that we all have felt, to 
quote again: “I have more frequently regretted post- 
poning pneumothorax than inducing it too soon.” 

That some cavities will heal spontaneously, is cer- 
tain. That some others will not do so is also certain. 
That the prognosis in every case of cavity is not 
gloomy, is also certain. That upon the skill and judg- 
ment of the attending physician depends largely the 
prognosis, is certain. The ability to know when to be 
conservative and when to invoke surgical measures is 
an expression of the possession of what is known as 
“art in medicine.” ‘ 


F. M. Potrencer, M. D. (Monrovia).—It is refresh- 
ing to hear an optimistic paper regarding tuberculous 
cavities. I have long contended that the usual pessi- 
mistic attitude toward the healing of tuberculous cavi- 
ties is wrong. It is not based on an understanding 
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of either tuberculosis or the intrathoracic mechanics. 
Too many of the reports which have been published in 
the past have been recitations of the final outcome of 
patients who had destructive lesions in the lung, rather 
than descriptions of the results following the intelli- 
gent treatment of cavities when all conditions which 
favor or hinder healing have been taken into con- 
sideration, 

I pointed out some time ago, in a paper which ap- 
peared in the American Review of Tuberculosis, that 
the two principal factors in the healing of tuberculosis 
are the resistance of the patient, both natural and spe- 
cific, and the intrathoracic mechanics; and further 
pointed out that in early simple lesions resistance is 
most important, while in advanced and far advanced 
cases intrathoracic mechanics are often of greater 
importance, because resistance may be satisfactory, 
but healing is prevented by mechanical obstacles, such 
as fibrosis, adherent pleura, fixed mediastinum, and 
widespread emphysema. 

It has been my experience that a large percentage 
of acute cavities, particularly in patients suffering from 
predominantly exudative tuberculosis, will heal with- 
out surgical interference. The reason for this is that 
most of the conditions which are favorable to healing 
are present. The patient’s health, as a rule, has not 
been undermined by long illness; as a rule the pleura 
is free, the mediastinum is movable; and the pulmo- 
nary tissues outside of the area of involvement are 
elastic and able to take on the amount of compensa- 
tory emphysema necessary to compensate for the loss 
produced by the cavity. 

I have found that the usual regimen of rest, hygienic 
living, good food, assisted by shot bags over the in- 
fected area to lessen the motion, have been sufficient 
to bring about healing in nearly all cases of this type. 

In cavities which appear in chronic proliferative 
tuberculosis, the healing is not so easy because, as a 
rule, in this type there has been more or less inter- 
ference with the factors favorable to compensation. 
The lesion is proliferative, consequently the tissues are 
not so elastic; pleural adhesions are more apt to be 
present; the mediastinum is more apt to be fixed, and 
compensatory emphysema in many of these cases has 
already taken place to a greater or lesser degree. In 
spite of this many fresh cavities in lesions predomi- 
nantly proliferative will heal. 

In the chronic cavity surrounded by a dense fibrous 
wall, healing rarely occurs under a _ noninterference 
policy, because no matter how high the immunity 
the necessary compensation is interfered with. 

In summing up our experience, I would say: 

1. An acute cavity in a lesion predominantly exu- 
dative will nearly always heal unless it be well up in 
an apex which is covered with a pleural cap, or close 
to the hilum, where the tissues are very dense. 

2. An acute cavity in chronic proliferative tubercu- 
losis will heal in a much smaller percentage of cases, 
because of interference with the various mechanical 


factors, 
3. Cavities with dense fibrous walls will rarely heal 
without the aid of some form of compression, 


» 
< 


Puitie H. Pierson, M. D. (490 Post Street, San Fran- 
cisco).—Doctor Howson’s paper presents clearly and 
concisely important facts that bear emphasis. The 
treatment, when a cavity is present, is much more 
likely to succeed if the cavity has but recently de- 
veloped, and for two reasons: (1) in time, epithelium 
may grow from a neighboring bronchus and cover the 
inner wall, making subsequent adhesion of the walls 
impossible when any form of collapse therapy is insti- 
tuted; and (2) a thin-walled cavity disappears by, first, 
the absorption of this walling-off membrane, and then 
dilation of the surrounding alveoli. 


I agree that generally there should be a waiting 
period after the patient is put to bed at absolute rest, 
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for Nature has often shown herself to be very helpful 
if given a chance. If no improvement is evident in 
the cavity in three months, interference should be con- 
sidered. If we are dealing with bilateral disease with 
the cavity on only one side, a longer delay may be 
in order, for the picture is considerably complicated 
by the manifest disease in the contralateral lung. 


The length of time pneumothorax must be con- 
tinued is a difficult question to answer. A treatment 
which is succeeding in keeping the patient well may 
be a good one to continue for more than two to four 
years. 

A small adhesion which is holding open a cavity 
may be burned by cautery. I saw Doctor Jessen deal 
with a broad band by removing a section of the two 
overlying ribs, and then pneumothorax was adequate. 

Where apical cavities are adherent, so that pneumo- 
thorax is unsuccessful, I doubt that phrenectomy will 
benefit; but with subclavicular ones this procedure is 
helpful at times. The complete excision of the upper 
three ribs and a portion of one or two more pos- 
teriorly, has been successful in a small series, and it 
has saved for the patient his relatively good lower 
lobe, much of which would have been sacrificed by 
phrenectomy, 


PREGNANCY AS A COMPLICATION OF 
HEART DISEASE * 


By Ina M. Ricnter, M. D. 
AND 


Joun F. Rickarp, M. D. 
San Francisco 


Discussion by Saxton T. Pope, Jr.. M.D., San Fran- 
cisco; Alice F. Maxwell, M.D., San Francisco; William 
J. Kerr, M.D., San Francisco. 


THE effect of pregnancy on women with ab- 

normal cardiac mechanism has been widely 
studied, especially during the last ten to fifteen 
years. Certain facts of the relationship have been 
rather satisfactorily established: that for women 
with certain types of heart disease pregnancy 
brings an additional risk; that cesarean section is 
the safest method of delivery for patients with 
decompensation ; and that local anesthesia is pref- 
erable to general, except for the hyperemotional 
patient. Not yet so well established are the fol- 
lowing points which we would suggest for fur- 
ther investigation : the diagnostic differentiation of 
patients with organic lesions from those showing 
abnormal signs and symptoms wrongly attributed 
to cardiac disease; the functional capacity of the 
myocardium in organic lesions in especial refer- 
ence to the comparative value of frequent periodic 
observation versus exercise tests; and the effect 
of an inadequate cardiovascular system on the 
fetus, 

CLINICAL MATERIAL FOR THIS STUDY 


Our group of eighty-six pregnant women was 
referred by the department of obstetrics of the 
University of California Hospital and studied in 
the Cardiac Clinic of the same institution. The 
patients were seen every two to four weeks dur- 
ing pregnancy, and again postpartum wherever 
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possible. These patients have been grouped for 
study as follows: 
Rheumatic fever syndrome (including one patient who 


UO TU B. CRUISER TORII D occ eseccesesioceseccpescencseenscansanstcos 44 
Patients with a positive history of diphtheria.................. 12 
Patients with congenital anomalies (including one 

patient who also had rheumatic fever)..................0..00-- 7 


Patients with arrythmias (two giving nT of diph- 
SEED: acceiteocmn 
Patient with myocardial deger € deci canschtvak a 
Patient with positive Wassermann (alsc gave history 
Re i iccicinverciertiantepencicesescescece eat ae 
Patients with abnormal ncssall and symptoms, “but no 
organic lesion.. cxchpnniseciaaaed ns tsiasniesaok cab easegouncunbcerensienid 21 








RHEUMATIC FEVER 

The largest group, and from every point of 
view the most important, are those with the diag- 
nosis of rheumatic fever. Thirty-seven of them 
were American by birth and parentage. They 
varied in age from 18 to 39, although the majority 
fell in the age group, 20 to 25. Twenty-one were 
primiparae, “eight were secundiparae, three were 
triparae, six were quadriparae, one was a quinti- 
parae, and two were sextiparae. In nineteen out of 
the forty-four, there was a history of rheumatic 
fever in some other member of the patient’s imme- 
diate family. Twenty-eight gave a past history of 
rheumatic fever or chorea, or both, and the re- 
mainder a history of frequent tonsillitis or growing 
pains, or no suggestive history at all, but presented 
lesions characteristic of rheumatic fever. The 
anatomical diagnoses were as follows: 
Mitral stenosis ........ 1 
Mitral stenosis and insufficiency...............0....... 1 
Mitral insufficiency .. fovea : ieee) 
a nen and insufficiency, and aortic insuffi- 


Aortic insuffiClenCy ...cccssesccssseescseeceseee, Mca ota ae 
Potential (giving a history “of ‘rhe ‘umatie fever)... .. 15 








MORTALITY 


Among thirty-seven completed patients there 
have been one maternal and three fetal deaths. 
The maternal death was in a young primipara 
with mitral stenosis and insufficiency, and aortic 
insufficiency, who, though constantly on the verge 
of decompensation, was carried safely through 
pregnancy and delivered by cesarean section, only 
to die of an embolus seven weeks postpartum. 
One fetal death can in no way be attributed to 
the mother’s cardiac condition, and the other two 
will be discussed later in connection with the his- 
tory of a patient in another etiologic group. 


OTHER DISEASES 


The twelve patients having a history of diph- 
theria were analyzed from the point of view of 
any possible myocardial involvement which could 
be further influenced by pregnancy. Two of them 
had also a history of rheumatic fever, and are 
included in that group. With the exception of 
one, to be later discussed, these patients showed 
no demonstrable valvular or myocardial lesions. 

A small group of six patients showed marked 
arrhythmias, due to auricular and ventricular and, 
in one case, nodal extrasystoles. One of these is 
not yet delivered, but the others had no difficulty 
of any sort, although the extrasystoles persisted 
throughout pregnancy and continued postpartum. 

The seven patients with congenital abnormali- 
ties were all primiparae, with the exception of the 
one who had a superimposed rheumatic fever. 
She had had one child and several miscarriages, 
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and it was thought best to abort and sterilize her. 
The others presented no difficulty. The most inter- 
esting point about these patients is that five of 
the seven were foreigners belonging to the Latin 
races, whereas only two out of the forty-four 
with a history of rheumatic fever belonged to this 
racial group. 

The luetic patient showed no cardiac lesion or 
difficulty. The one with myocardial damage was 
thirty-eight, gave a history of cardiovascular dis- 
ease in both parents, and had several attacks of 
severe precordial pain during her pregnancy, but 
was delivered without difficulty or complication. 

The twenty-one patients who had abnormal 
signs and symptoms suggestive of cardiovascular 
disease presented no consistent etiology or find- 
ings. They were followed, however, because there 
is difficulty in recognizing cardiac lesions by aus- 
cultatory signs, especially when pregnancy is far 
advanced, and in a locality such as San Francisco, 
where a fair percentage of patients presenting the 
lesions of rheumatic fever do not always have a 
history characteristic of this condition. 


DIAGNOSTIC CRITERIA 


What are the diagnostic criteria in determining, 
in the presence of a pregnancy, whether or not 
a woman has organic heart disease? There are 
two real diagnostic difficulties, owing to the vari- 
ability in site and transmission of murmurs caused 
by lesions that are not yet well established, and 
the further shifting of these murmurs caused by 
the pregnant uterus. Anyone who has listened to 
the hearts of children over a consecutive period 
of time following an attack of rheumatic fever or 
chorea, knows that it is often months, and some- 
times years, before a murmur can be recognized 
as the typical presystolic and systolic murmurs of 
mitral stenosis and insufficiency. If one adds to 
this difficulty the fact that in many localities there 
is no antecedent history of rheumatic fever or 
chorea, and the fact that many pregnant women 
fall in the age group where these lesions cannot 
yet be clearly recognized, the diagnostic difficulty 
is even greater, This makes it necessary to follow 
closely patients who present abnormal signs and 
symptoms, especially if there is a history in the 
patient of growing pains and/or frequent tonsilli- 
tis, or of rheumatic fever in the patient’s immedi- 
ate family with or without a suggestive history in 
the patient herself. With such patients an active 
process, or the reactivation of a quiescent process, 
must be kept in mind. We have found that where 
there was such activity the patients have gone 
through pregnancy, delivery, and puerperium quite 
uneventfully, and been controlled with sodium 
salicylate; but that in such patients, signs of ac- 
tivity have continued postpartum. We are not at 
all sure that the pregnancy should not be inter- 
rupted in such cases. Whether or not the preg- 
nancy had anything to do with the reactivation 
or continued activity we cannot say, as the pa- 
tients were already in this condition when they 
came to us. 

But even in patients in whom the pathologic 
findings have become quite chronic, and are easily 
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identified, there is often difficulty of diagnosis as 
the pregnancy advances, and even early in preg- 
nancy on a single examination, Not long ago we 
selected from the group of patients, two who 
showed textbook pictures of mitral stenosis, to 
demonstrate to a group of postgraduate students. 
These patients were not advanced in their preg- 
nancies, and were selected for a discussion as to 
whether they should be allowed to continue with 
the pregnancy. On the day of the demonstration, 
we had difficulty in convincing the physicians that 
these patients had mitral stenosis—the murmurs 
had become so distant and faint. And yet we 
considered these patients sufficiently menaced to 
advise, in the one case, interruption of the preg- 
nancy with sterilization, and, in the other, de- 
livery by cesarean section with sterilization. 


FUNCTIONAL CAPACITY OF THE HEART 


Having once determined upon the diagnosis, 
one is next confronted with the problem of the 
functional capacity of the heart muscle. We have 
found that, whereas the cardiogram and the roent- 
genogram will give confirmatory evidence as to 
the type of lesion, they give us little information 
as to the capacity of the myocardium to withstand 
the strain of pregnancy and labor. The signs of 
a failing myocardium are dyspnea, rising pulse 
and respiratory rate, and edema. Various exercise 
tests, diuresis tests for latent edema, and _ vital 
capacity determinations have been thought of and 
tried in an attempt to find some short cut to 
determination of the insufficiency, They have 
seemed to us totally inadequate, and have been 
discarded in favor of frequent periodical exami- 
nations, Because there is a certain amount of 
edema in uncomplicated pregnancies, this symp- 
tom must be carefully evaluated and contrasted 
wherever possible with former pregnancies. Digi- 
talis therapy is instituted as soon as the first signs 
of decompensation appear. By digitalization and 
regulation of activity the patient can be safely 
brought to the delivery table and goes through her 
labor quite satisfactorily, She is of course ad- 
vised not to become pregnant again and is, wher- 
ever possible, sterilized. 

PROGNOSIS 

Pregnancy then must always be considered as 
an element. of unknown danger to the mother 
with a diseased heart ; conversely the mother with 
a diseased heart is, under certain conditions, a 
source of known danger to her unborn child. This 
interesting question of the effect of an inadequate 
cardiovascular system on the fetus was sugge sted 
to us by the three cases of fetal death in the 
group. One patient who had a spontaneous abor- 
tion was twenty-seven, and had had her first child 
in our obstetrical clinic three years previously. 
The lesion was a well-compensated mitral stenosis 
without insufficiency. She had had three attacks 
of chorea at 8, 12 and 13, and one attack of rheu- 
matic fever at 12. There was no electrical evi- 
dence of myocardial damage, but her pulse rate 
was always 64 or less, and her blood pressure 
100/60 or less. She complained only of fatigue, 
and her whole demeanor was always one of ex- 
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treme lassitude. The second of these patients, 
whose baby was born dead at term, had a well- 
compensated mitral stenosis with insufficiency and 
no difficulty during her pregnancy, but had to be 
transfused following delivery, which was easy and 
otherwise uncomplicated. Her complaint, too, was 
fatigue, and she had consistently a low blood 
pressure and sinus bradycardia. She developed 
fainting attacks postpartum, and had to be kept 
in bed for months. There was electrical evidence 
for slight myocardial damage. The third came to 
us in the eighth month of pregnancy, showed the 
bradycardia and hypotension already referred to, 
suggestive electrical evidence of myocardial dam- 
age, and was delivered of a premature baby. We 
feel that in each instance the fetal death was 
directly attributable to an inadequate maternal 
cardiovascular system. As far as prognosis is 
concerned, we should like to add that, just as 
dyspnea, rising pulse and respiratory rate are 
signs of danger to the mother, so are fatigue, 
bradycardia, and low blood pressure signs of 
danger to the fetus. 


COM MENT 


In conclusion we would suggest: 

1. That diagnostic criteria for cardiac condi- 
tions in the pregnant woman could be improved 
by a more accurate study of the causation of 
murmurs—a study for which the alteration of the 
murmurs might be used as a point of departure; 

That no type of exercise test so far devised 
can take the place of frequent periodic observa- 
tion by the internist, begun early and carried on 
throughout pregnancy ; and 

3. That the type of cardiovascular system giv- 
ing rise to fatigue, bradycardia, and low blood 
pressure in the mother should be regarded as in- 
imical to the fetus. 

Box 585, Santa Barbara. 

490 Post Street. 


DISCUSSION 


Saxton T. Pope, Jr., M.D. (450 Sutter Street, San 
ee ee bia to estimate the hazard 
of pregnancy in the presence of organic heart disease 
have been limited to a consideration of the immediate 
maternal and the fetal mortality. Inquiry, however, 
cannot be rested at this point. One ought to consider 
depletion of the myocardial reserve or delayed mater- 
nal mortality. 

It is regrettable that present methods of medical 
investigation do not include any which reveal ade- 
quately the true myocardial state. Doctors Richter 
and Rickard have indicated the insufficiency of evi- 
dence to be derived from roentgen and electrocardio- 
graphic data, and have expressed their preference for 
periodic physical examinations. At such examinations 
signs of impending or actual congestive failure are 
sought. If elicited, the patient is prepared for and 
supported through parturition by digitalis. With care 
and good fortune, this can often be accomplished suc- 
cessfully, as the statistics prove. 

This fact, alone, is reassuring to know; although 
it does not dispose entirely of the subject, “Pregnancy 
as a Complication of Heart Disease.” One wishes it 
were possible to determine the exact loss in myocar- 
dial reserve to the mother of child-bearing in the pres- 
ence of organic heart disease, to acquaint her with it, 
and to leave the decision with the person to whom it 
properly belongs. 









—— 
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Auice F. Maxwett, M.D. (University of California 
Hospital, San Francisco)—Heart disease is no small 
factor in modifying maternal and child welfare. Ac- 
cording to Williams, the incidence of organic heart 
disease among pregnant women ranges from one to 
two and five-tenths per cent, with a resultant maternal 
mortality of approximately two per cent. During the 
child-bearing period, from 18 to 43 years, rheumatic 
fever accounts for about 90 per cent of all heart dis- 
ease. Syphilis, scarlet fever, diphtheria and other 
forms of sepsis are not infrequent precursors of car- 
diac pathology. Congenital heart lesions and cardiac 
disease, secondary to essential hypertension and ar- 
teriosclerosis are relatively uncommon in women dur- 
ing their reproductive years. The authors have 
pointed out that the physiological alterations of the 
circulation during pregnancy may offer a confusing 
picture. The upward displacement of the diaphragm, 
the rotation of the great vessels, the development of 
the fetal and placental circulation cause definite clini- 
cal signs; the apex is shifted laterally and upwards, 
the right border of the heart is displaced, the heart 
rate is increased and systolic murmurs are often heard 
at the mitral or pulmonic areas, and are not trans- 
mitted beyond the cardiac borders. 

Even in the presence of definite organic heart dis- 
ease the recognition of cardiac insufficiency may not 
be a simple matter unless the individual is carefully 
and frequently examined. The earliest symptoms of 
circulatory failure are dyspnea on rest or after slight 
exertion, palpitation, orthopnea and extreme fatigue, 
and proper treatment instituted at this stage may 
prevent decompensation and restore the circulatory 
balance. The appearance of pulmonary and hepatic 
congestion, anasarca, hypotension and exhaustion in- 
dicate that the mild initial circulatory failure has pro- 
gressed, the cardiac reserve is exhausted and the 
prognosis is unfavorably modified. Fortunately, in 
the modern clinic in which there exists the closest 
cooperation between the obstetrician and the cardiolo- 
gist, and in which prenatal supervision is instituted 
during the early months of pregnancy, preventive 
measures have served to reduce the incidence of 
broken compensation. 

The improvement in the methods of diagnosis, the 
early recognition and prevention of a circulatory 
breakdown, have favorably influenced the prognosis 
and reduced maternal mortality. 

The obstetrician must determine the method of 
delivery which will afford the least strain upon the 
individual; in the presence of decompensation no 
attempts at delivery are permissible, and instead, every 
effort should be directed toward restoring the cardiac 
balance by appropriate medical treatment. The 
method of delivery must be individualized. Premature 
delivery will occur in from 15 per cent to 30 per cent 
of pregnant women with cardiac disease; the fetal 
death rate is about 17 per cent. The maternal mor- 
tality even under the most careful management av- 
erages from four to six per cent. 

The authors have emphasized the importance of 
rheumatic fever and infections as causes of organic 
cardiac lesions. The prevention of these infections, 
therefore, is a vital prophylactic measure. 


Wituiam J. Kerr, M.D. (University of California 
Medical School, San Francisco).—This paper reminds 
us that the strain of pregnancy is a great one on the 
cardiovascular system, and that the life of both mother 
and child may be in jeopardy during this period. The 
old maxim, “There are few cardiac lesions which con- 
traindicate pregnancy,” does not require revision. 
Pregnancy occurs at a period of life when degenera- 
tive processes are predominant, and congenital lesions 
of extreme degree have already. terminated life or 
incapacitated the sufferer. This leaves the few sub- 
jects whose hearts are permanently damaged by diph- 
theria; a larger number who have thyrotoxic disorders 
of the circulation, and the very large group of cardiac 
cripples with rheumatic involvement. In the first two 
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groups it may be necessary to terminate the pregnancy 
early in order to save the mother, if the functional 
capacity of the heart shows any sign of failure. In 
the rheumatic group a marked mitral stenosis; a com- 
bination of mitral and aortic lesions; or the onset of 
grave disorders of rhythm with or without congestive 
failure call for prompt emptying of the uterus. In 
many cases of these types the chance of premature 
death of the fetus is very great. Following the termi- 
nation of an otherwise uneventful pregnancy, there 
may be cardiac failure or death from a cardiovascular 
accident (embolism, congestive failure, grave disor- 
ders of rhythm, etc.). Constant observation during 
pregnancy will usually help the physician to decide 
when to act. Sterilization of the cardiac cripple should 
be practiced more frequently. 


CLINICAL TETANUS* 


A STUDY OF ONE HUNDRED AND 
THIRTY-ONE CASES 


By Hyman I. Vener, M.D. 
A. G. Bower, M. D. 
AND 
J. E. McKitiop, M. D.t 
Los Angeles 


I 


IN order to contrast the results obtained in the 
treatment of a series of tetanus cases managed 
in a single institution with those obtained in the 
state at large, statistics were secured from the 
California State Department of Public Health. 
Assuming the Tehachapi Range as the dividing 
line between the northern and southern parts of 
the state, there were a total of 841 cases reported 
from January, 1916 to September 1, 1931. Of 
this number, 340 cases, or 38 per cent, occurred 
north of the range and 501 cases, or 62 per cent, 
were south of the range, or in Southern Cali- 
fornia. Included in the latter group were 345 
cases for the county of Los Angeles, a part of 
which was segregated for particular study, and 
forms the basis of this paper in a later section. 
Quoting the Department of Public Health, 
Table 1 represents the number of tetanus cases, 
*From the contagious department of the Los Angeles 
County General Hospital, Unit No. 1. Service of Doctors 
McKillop and Bower. 
t Dr. J. E. McKillop died on July 25, 1932. 


TABLE 1.—Number of Tetanus Cases in California. 
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uutomobile accidents 


Compound fractures and 
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Surgical operations 


Open wounds 


Burns and blisters 


(California State Department of Public Health.) 
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Wounds from falls 


—Analysis of Tetanus Histories. 
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: . “+r causes, such as ¢ ile accidents, criminal abortions, «€ 
State Registrar coded some of these deaths as due to other causes, such as automobile accidents, criminal abortior 


* Total number of deaths from histories; 
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taken from case histories, reported each 
year from 1923 to 1931, and the respective 
mortality rates. The average mortality rate 
from 1923 to September, 1931, is approxi- 
mately 72 per cent. For the period of 1916 
to 1923 inclusive, the reports were incom- 
plete, often showing a greater death rate 
than cases. 

In 1923 the Department of Public Health 
began to request histories of cases of tet- 
anus. Since that year the recorded annual 
tabulations represent the number of fatal 
cases, based on the statement of physicians 
from the histories, instead of the records 
from the Federal Census Bureau of the 
3ureau of Vital Statistics of the Depart- 
ment of Public Health, as used previously. 

The official causes of deaths were com- 
piled according to the rules of the United 
States Census Bureau for the interpreta- 
tion of the relation of the contributory and 
immediate causes of death. Under these 
rules, a death from tetanus resulting from 
an automobile accident is considered a 
death from accident. Therefore the tabula- 
tions of deaths taken from the physicians’ 
histories represent the actual number of 
cases of tetanus resulting fatally, irrespec- 
tive of the circumstances causing the infec- 
tion. Consequently, the fatality rates for 
California are higher than those based on 
the official death records published by the 
Federal Census Bureau. 

It will be noted that in Table 2 the aver- 
age mortality rate is approximately 72 per 
cent for all cases reported for the period of 
1923-1930, and is an analysis of tetanus 
histories received from the California State 
Department of Public Health. 

The remainder of this paper represents 
a study of an analysis of our series of 131 
cases treated at the Los Angeles County 
General Hospital, Unit No. 1, 

Prior to March, 1924, all tetanus cases 
were admitted to the various general medi- 
cal wards of the Los Angeles County Gen- 
eral Hospital for treatment. Subsequently 
this policy was abandoned, and all cases 
thereafter were transferred to the com- 
municable disease service, so that standard- 
ization of treatment might receive con- 
sideration, with a view to lessening mor- 
tality; and because daily experience in 
intrathecal and intravenous therapy made 
standardization more easily possible on this 
service. 

ETIOLOGY 


Possibly due to lack of great seasonal 
variation in temperature, no relationship 
between season and case incidence seems to 
occur in this climate. In the winter there 
were thirty-four; spring, thirty-six; sum- 
mer, thirty-eight ; and the fall, twenty-three 
cases. 
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TABLE 3.—Exciting Factors. 





Number Per Cent 
of Series 
Cases 








Puncture wounds 


Abrasions, lacerations .... 





Splinters 





Crushing injuries 





Postoperative 


Compound fractures and 
infections 





Gunshot wounds ................ 





Auto accidents 





Stones 





Glass .. 


Harpoon 





Fish hook 





Unknown 








Sex.—There were ninety-nine cases occurring 
in the males, and thirty-two cases in the females, 
a ratio of practically three to one. The mortality 
rate showed a moderate difference; for the males 
there were 49 deaths and 47 recoveries, or 51 per 
cent; while for the females there were 22 deaths 
and 13 recoveries, or a death rate of 62.9 per cent. 
Although the incidence of tetanus in the male sex 
for this series is three times as great, the compara- 
tive mortality rate is approximately 12 per cent 
less than in the female. 

Wounds.—Puncture wounds far exceeded all 
other types of injury, making 35 per cent of the 
whole series. Abrasions, lacerations, and splinters, 
in the order named, were the next most common 
types of injury. The foot was the commonest site 
of injury, causing sixty-nine cases, or 52.9 per 








TasLe 4.—Sites of Injuries. 
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TaBLe 5.—Age Period Classification. 
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Cases 


Per Cent 
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Neonatal .................. 


65-70 ... 
70-75 .... 











cent; then the leg, with eleven cases, or 8.3 per 
cent. In seventeen cases, or 12.9 per cent, no his- 
tory or evidence of any trauma was obtainable. 


(Cf. Tables 3 and 4.) 


An interesting fact is the occurrence of seven 
postoperative cases. Three cases, or 2.2 per cent, 
followed surgery of the uterus, which may have 
been due either to faulty suture material, or to 
the possible harboring of the organism within the 
body, which was awaiting a favorable time for its 
multiplication through auto-inoculation with re- 
sultant tetanus. Whatever the cause, 5.3 per cent 
of all the cases of tetanus seen followed surgery 
upon nontraumatized, or so-called clean cases. 

Age.—In this series, 40.4 per cent were found 
to be between five and ten years of age, while in 
the group from ten to fifteen years, there were 
but 14.5 per cent. Following are the number of 


TasLe 6.—Patients Admitted to Hospital. 
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192% 
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Totals . 


cases compiled by ages in periods of five-year 


intervals. 


The annual incidence shows that the number of 
cases admitted to hospital is increasing. In the 
past five years there were sixty-six cases as com- 
pared with forty-eight for the period of 1920 to 
1925, or an increase of 42.1 per cent. For the 


TABLE 7a.—In General Medical Wards. 
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years ; that between twenty and twenty-five years 


there were no deaths; and that between twenty- 
five and thirty there was a mortality of 50 per 


period of 1916 to 1920, there were only seventeen. 


(See Table 6.) 


A review of the mortality rate on the several 
different services does not show a pronounced 
variation. On the general medical wards the mor- 
tality rate was 57.1 per cent, while on the con- 
tagious service the rate was 52.0 per cent; or a 
decrease of 5.1 per cent. (See Table 7.) 

Considering next the relationship of age to the 
mortality rate, it was noted that the rate was 
approximately 53 per cent for the first twenty 


MORTALITY 


TABLE 8.—A ge Periods in Relation to 
Mortality Rates. 


cent; while between thirty and thirty-five the rate 
was 33 per cent. Between the ages of forty and 
sixty there was an increase in the death rate to 
77 per cent; while above sixty the mortality rate 
was 100 per cent. (See Table 8.) 


INCUBATION PERIOD AND MORTALITY 


The following table shows the approximate 


period of incubation in days, and the mortality 
rate for each period. Attention is invited to the 
fact that cases occurring within five days after 
injury have much the highest mortality. (See 
Table 9.) 


Reason for exclusion of four of these cases was 
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TAaB_e 9.—Incubation Periods. 





Number 
of 


Cases 


17 


47 


tecov- | Mor- 
eries | tality 


6 64.6 
= 


4 








because they were admitted very late in the course 
of the disease, and a history was too indefinite 
for accurate data. 

In considering the variation between the sexes, 
with regard to the relationship between the period 
of incubation and the mortality rate, only cases 
occurring within twenty-five days were included ; 
and care was taken to exclude all cases in which 
the incubation period was unknown. Such an an- 
alysis shows a total death rate of 52.1 per cent for 
the males as against 65.2 per cent for the females ; 
or an increase in the latter of 13.1 per cent over 
the males. 
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COMMITMENT LAWS IN CALIFORNIA 
AND ELSEWHERE* 


By GLENN Myers, M.D. 
Los Angeles 


Discussion by Herman Adler, M.D., Berkeley; Clifford 
W. Mack, M.D., Livermore; Charles Lewis Allen, M. D., 
Los Angeles. 


IME and space permit only brief mention of 

the inheritance of our commitment laws from 
old England. For a detailed account the reader 
is referred elsewhere.' The attitude of the holi- 
day crowds at Bedlam still exists in some degree 
in relation to our State hospitals. The justified 
distrust of the unlicensed and unsupervised pri- 
vate institutions in old England, where doubtless 
many persons were held unjustly, is still reflected 
in the prevalent, albeit absurd, ideas about “rail- 
roading” of patients at the present day. Under- 
standing of mental disorder has developed but 
slowly andil recent years, and lack of knowledge 
tends to breed superstition, distrust and erroneous 
concepts. 

Under the English law, anyone could arrest a 
person thought to be insane, and confine him until 
his mental condition could be determined by judi- 
cial procedure. It was intended that arrest and 
confinement be performed in a humane manner, 
yet it was regarded proper to “bind and beat” the 
person if deemed necessary. Judicial proceedings 
were to be instituted as quickly as possible after 
arrest. 

In America legislation developed only slowly 
out of the conditions of the times. There were at 
first no institutions to which mental patients could 
be sent. The insane of people of means were 
cared for in their homes; the indigent insane, if 
harmless, were permitted to wander throughout 
the country. The term “insane” applied only to 
those persons who were dangerous to health, per- 
son or property. The overseers of the poor gener- 
ally were granted authority to place such persons 
where they could be cared for most conveniently. 
Custody and care were regarded essential, not to 
the insane persons, but to the welfare and safety 
of the community. They were cared for in cages 

r pens in county houses, or were placed in jail 

r bid off at auction to persons who were pre- 
pared to assume charge of them at the lowest 
figure. There was no written law applying to 
them for many years. 

In nearly every state the earliest statute enacted 
was brought bodily from one of the older states. 
One of the earliest records in reference to the 
insane is from Rhode Island, dated November 11, 
1650, and contains an appeal to the Town Council 
in behalf of one Mrs. Wilson, “a distracted per- 
son,” and concludes with the remark: “We know 
not how soon we ourselves may be deprived of 
our reason, except mercy of ye God of Mercies 
prevent it.” In 1694, we find “An Act for the 
Relief of Idiots and Distracted Persons,” allocat- 


ing their care to the selectmen and overseers of 

* Read before the Neuropsychiatry Section of the Call- 
fornia Medical Association, at the sixty-second annual 
session, Del Monte, April 24-27, 1933. 
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the poor, In 1714, a similar act empowered the 
justices of the peace to put insane persons to any 
work or service of which they were capable. In 
1725, the inland towns were empowered to build 
houses of correction for vagrants “and to keep 
mad persons.” The first reference to determina- 
tion of insanity is found in a law of 1736 giving 
power to the judge of probate, on the request of 
friends or overseers of the poor, to direct the 
selectmen to make inquiry and the judge to col- 
laborate in the final decision. In the same year 
the “Publick Workhouse and House of Correc- 
tion” was made available to the insane in New 
York. It was enacted that “Whereas there are 
persons who by lunacy or otherwise are so furi- 
ously mad and so distracted in their senses as 
to be dangerous to go abroad, it shall be lawful 
for two or more justices of the peace to cause 
to be apprehended and locked up such persons 
in some secure place, and if necessary chained 
there.” In 1786 one Mary Weed stated that her 
husband had been kept chained for twenty years 
because of insanity. In 1793 “a suitable place, 
the county jail if necessary,” was substituted for 
the workhouse. Four years afterward, confinement 
in jail was disallowed. By 1824 there was still 
further improvement in provisions for the danger- 
ously insane, but provisions for the harmless in- 
sane came only much later. By 1845 it was not 
regarded essential that the insane person should 
have committed actual violence, to justify confine- 
ment. I*‘requent recurrence of insane acts without 
motive sufficient to actuate persons of ordinary 
sense was regarded sufficient evidence of mental 
disorder. The legal principle continued that an 
insane person could be deprived of his liberty 
only if restraint was necessary or beneficial and 
was authorized by a court. Confinement in hos- 
pital was permitted only for medical treatment, 
and confinement terminated with the end of the 
emergency. 

In 1773, Virginia provided the first state hospi- 
tal to be used exclusively for the insane. Dorothea 
L. Dix, in the forty years of her public work from 
1841, was instrumental in founding or enlarging 
more than thirty state institutions for the better 
custody and treatment of mental patients. It was 
only after 1870 that the presentation of certifi- 
cates of insanity, by physicians of recognized re- 
sponsibility, was regarded essential to commitment 
procedure throughout the United States. 

Under the old English law, trial by jury was 
not regarded essential in determination of in- 
sanity, nor was it in the older states. It was found 
that the judge could act with equal or greater 
wisdom, with less delay and without interfering 
unduly with the liberty of the individual. Jury 
trial has often resulted in error and has not con- 
stituted a safeguard to the liberty of the indi- 
vidual or the safety of the community. It has 
been contended that unless the insane are com- 
mitted by jury trial they are restrained of their 
liberty without due process of law, but “due 
process of law” means the law of the land, and 
any law properly placed upon the statutes must 
be considered “due process of law.” 
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The care of insane patients in counties origi- 
nated when no suitable facilities existed for their 
care elsewhere. They were placed in almshouses 
in preference to confining them in jails, or in pens 
or cells at home. By “state care” is meant the 
care of the dependent insane, exercised by the 
state and not in any way under the management 
of town or county officials, Delaware was the first 
state to establish state care, through an act of 
1889. In a few states mixed state and county 
care existed from the beginning. In Wisconsin, 
county care was adopted as the principal policy 
of the state, in conjunction with two state hospi- 
tals. The consensus of opinion is that state care 
is preferable to any system of county care, how- 
ever excellent. The development of state care 
was slow and every one of the older and more 
conservative states attained it only after severe 
struggle. The rapid growth of the newer western 
states, which at first had no efficient county and 
township organization, necessitated state control. 


EARLY COMMITMENT LAWS OF CALIFORNIA 


From the beginning, ¢ California has made the 
care of the insane a state responsibility. There 
are no city hospitals for the insane. There is no 
county care as such, except in Los Angeles and 
San Diego counties under the Psychopathic Parole 
Act. The first general law relating to the insane 
was enacted May 17, 1853, in which year the first 
state hospital for the insane was opened. It pro- 
vided that any county judge, upon application by 
any person under oath setting forth that any per- 
son by reason of insanity was unsafe to be at 
large, or was suffering from mental derange- 
ment, should forthwith cause such person to be 
brought before him and cause to appear two repu- 
table physicians to examine such alleged insane 
person, and if they found such person to be insane 
to certify under oath that the charge of insanity 
was correct, and if the judge was the reupon satis- 
fied that the insane person was unsafe to go at 
large he should order him placed in an insane 
asylum in California. Costs of transportation of 
patients to the asylum were to be borne by the 
state, In the following year, however, it was pro- 
vided by law that the counties should pay the 
expense of such transportation; and that is the 
present provision of law. It nevertheless became 
the custom for the state to reimburse the counties 
on the basis of a fee system for the sheriffs’ serv- 
ices in the function of such transportation. 

The commitment laws remained essentially un- 
changed until 1897, when the attempt was made 
to establish detention quarters for mental patients 
outside of jails proper and to make commitment 
more a medical than legal procedure. Some pro- 
visions of the amendments were attacked and de- 
clared unconstitutional and little further change 
has since been made. In 1921 the State Depart- 
ment of Institutions took over the duties previ- 
ously exercised by the Lunacy Commission. The 
asylums of California have long since become 
“state hospitals,” but the commitment laws pro- 
vide essentially the same accusatory, criminal-law 
type of proceedings that was customary in the 
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early history of the United States. While Cali- 
fornia has kept stride with other states in the 
development of fine, well-conducted state hospi- 
tals for mental patients, similar progress has not 
been made in the provisions for commitment. 
There have been opposing factors, such as the 
opposition by the Sheriffs’ Association against 
depriving them of the function of transporta- 
tion, based upon benefits derived from the per- 
nicious fee system. Organized attack upon the 
existing law has been only sporadic and poorly 
sustained. California is geographically remote 
from those progressive states which have made 
notable changes in commitment procedure, and 
has lacked the stimulation that geographical prox- 
imity would bring. Various states, through the 
persistent efforts of individuals and groups, have 
effected marked improvements, It is evident that 
once such a movement is well started, it tends to 
continue in some extent on its own momentum 
and requires less effort to sustain its progress. 
Custom plays its part, progress having a certain 
momentum just as lack of progress persistently 
resists change. The majority of the states con- 
tinue to be tardy in enacting provisions of law ad- 
vantageous to the patient in the important period 
of the commitment procedure; yet it is gratifying 
that here and there, over the entire United States, 
one or another of the tardy states is making the 
effort to bring commitment procedure into accord 
with modern concepts of mental illness. In the 
progressive states, custom has in instances out- 
distanced the law, inasmuch as statutes remain in 
existence merely because their provisions are dis- 
regarded and better procedure is practiced which 
may or may not actually be found in the law. 


COMMITMENT LAWS OF OTHER STATES 


Much was learned of the conditions in Cali- 
fornia through a mental hygiene survey made in 
1930.2, Much advice has been had from indi- 
viduals and groups in California and in other 
states. The National Committee for Mental Hy- 
giene has made available unpublished data.* Copies 
of the laws of other states have been obtained 
wherever available. Time and space will permit 
only a brief summarization of commitment pro- 
cedure in other states. 

In the majority of the states anyone may insti- 
tute proceedings leading to the commitment of a 
mentally disordered person. At least eight states 
permit only designated persons to institute such 
proceedings, such as a blood relative, health officer, 
or other public officer. While it would ordinarily 
be proper that only someone having a responsible 
connection with the mentally disordered person 
should be permitted to act as petitioner, some- 
times such person is not available, and sometimes 
relatives are blind to the abnormalities existent 
and some one must act for the benefit of the 
patient. 

Fourteen of the states permit detention in jail 
pending inquiry into the patient’s mental con- 
dition, and six states permit detention in lock-up 
or prison when the patient is violent. One state 
provides for commitment to prison if the state 
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hospital has not facilities at the time adequate for 
the control of the violent person. Several of the 
states provide the best of hospital and medical 
facilities for the interval of prestate hospital de- 
tention, and a tendency is apparent over the entire 
country to deal with mental patients in a humane 
manner. 


Some of the states continue to require that the 
person shall be dangerous to health, person or 
property in order to be committable. This shows 
the persistence of custom established at a time in 
the history of our country when facilities for 
medical treatment of mental patients not only 
were nonexistent but probably were little in mind, 
and the “insane” were only those persons who 
were violently insane. Those states which have 
made most progress have provided very liberal 
opportunities for any mentally ill person, who is 
in any extent in need of hospite il treatment, to get 
such treatment in the state institutions. 

At least one state requires delay in commitment 
procedure until the next session of the court, the 
patient meantime being held in jail or other custo- 
dial quarters without provisions for treatment. 
The progressive states have done away with such 
obstacles to the prompt admission of the patient 
to the state hospital, for the benefit of early treat- 
ment with proper treatment facilities. 

All states provide for medical examination and 
certification by at least one physician; nearly all 
the states by two physicians; and several states 
specify high qualifications for these medical ex- 
aminers. 

All the states provide for commitment to state 
hospitals for the insane. Twenty states provide 
for commitment of mental patients to licensed pri- 
vate institutions. Some states provide for com- 
mitment to county institutions. At least two states 
provide for commitment to detention hospitals. 
Those states which have psychiatric institutes 
usually have special provisions for admission of 
patients to those institutions. 

The majority of the states continue to permit 
the sheriff to transport the patients to hospitals 
after judicial procedure. Three states provide that 
attendants from the hospitals to which patients 
are committed shall perform the function of trans- 
portation, when not performed by the relatives 
of the patients. One state provides for transporta- 
tion by ‘‘a suitable person, preferably a relative 
or friend.” In one state transportation is effected 
by court officers with special training. In three 
states transportation is carried out by relatives 
of the patient, and a court officer functions in that 
capacity only when the patient is violent. In one 
state the overseer of the poor is responsible for 
transportation. There has been the general tend- 
ency in progressive states to eliminate the sheriffs 
from this function, especially where the sheriffs 
make free use of handcuffs and generally treat the 
patients as criminals rather than as sick persons. 

VOLUNTARY ADMISSION, OBSERVATION, 
TEMPORARY CARE, EMERGENCY 


Quoting from an unpublished committee re- 
port * of 1930, made by three eminently experi- 








COMMITMENT LAWS IN CALIFORNIA—MYERS 315 


enced psychiatrists from the United States and 
six others from as many foreign countries: “Data 
received from the countries outside the United 
States indicate that all apparently make some pro- 
visions for the commitment of definitely insane 
persons to institutions. Seventeen of the coun- 
tries replying to the questionnaire also provide for 
the voluntary admission of patients; nineteen for 
commitment for observation; eight for temporary 
care and study without commitment; and seven 
for commitment as an emergency measure. In the 
states of the United States, thirty-four allow the 
voluntary admission of patients; seven provide 
for commitment for the purpose of observation ; 
fifteen provide for temporary care without formal 
commitment ; and eighteen provide for emergency 
commitment.” This committee recommended in 
part: “Admission to a mental hospital for treat- 
ment should be made as informal as the constitu- 
tion and laws of the country will permit. To this 
end we recommend that jury trials on the issue 
of insanity for commitment be abolished; that the 
voluntary admission of patients who are seeking 
treatment and who are competent to make such 
application be encouraged, and that those states 
which do not have such laws be urged to adopt 
them. Laws also should be adopted as speedily as 
possible for the temporary care and study without 
formal commitment of patients upon the recom- 
mendation of a physician, as well as for the pro- 
vision for the commitment of patients for a period 
of observation.” It is to be observed, in con- 
nection with the recommendations of this com- 
mittee, that California has provision for voluntary 
admission, which is not as extensively exercised 
as might be desired, and no provisions for com- 
mitment for observation, commitment as an emer- 
gency measure, or temporary care and_ study 
without formal commitment. 


COMMENDABLE PROVISIONS OF OTHER STATES 


Delaware has established a psychiatric observa- 
tion clinic in the state hospital, to which any 
physician licensed to practice medicine in the state 
may, at his request and without further steps 
being necessary, effect the admission of a patient 
for four weeks’ observation, study and diagnosis. 
The patient cannot leave without permission of 
the superintendent of the hospital. An extension 
of the observation period may be had if indicated. 
If commitment is decided upon, a commission of 
two physicians commit the patient to the state 
hospital, or commitment is by jury if requested 
by relatives or friends. The patient may or may 
not be present at the commitment proceedings. 

Maine provides for: (a) Voluntary admission. 
(b) The compulsory hospitalization of minors 
within thirty days after the onset of a psychosis, 
without legal examination, to either a private or 
state hospital. (c) Upon the certificate of two 
qualified physicians, an alleged insane person may 
be committed to a state hospital for observation, 
under such limitations as the judge may direct, 
pending a determination of his insanity. (d) A 


person may be committed to a private mental hos- 
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pital on the certificate of two physicians for a 
period of thirty days, within which time he shall 
be discharged if further treatment at such hospi- 
tal is not necessary. If further treatment is indi- 
cated, he shall Pee examined by two disinterested 
physicians and, they find such further treat- 
ment necessary, a head of the private hospital 
shall make application for hearing before the end 
of the thirty-day period. The patient may be 
present if he wishes, unless injurious to his health 
or dangerous to his welfare, and shall have the 
right to be represented by relatives, friends, guar- 
dian, or lawyer. The judge may require further 
dai, If satisfied that the person will require 
further treatment, the judge may commit the per- 
son to the private hospital, to be detained until 
he has improved sufficiently to be released or other 
disposition is made of his case. 

Massachusetts has long been outstanding in 
facilitating the admission of patients to state and 
private hospite us. It provides for voluntary ad- 
mission, emergency commitment, temporary care, 
and commitment for observation, 

New Jersey has successfully tried the use of 
centers, where patients may be detained for sixty 
days for observation and classificatioon. 

New York permits: (a) voluntary admission ; 
(b) admission on the petition of a relative and 


examination by one physician, to hold for ten 
days after notice of desire to leave; (c) admission 
on request of a health officer, to hold for not 


exceeding thirty days; (d) emergency admission 
for a period not to exceed ten days; and (e) judi- 
cial commitments. For the first four, no court 
order is necessary. To those persons who believe 
that “railroading” exists, the statement of Dr. 
Frederick Parsons, Commissioner of Mental Hy- 
giene, should be enlightening: “In New York 
State approximately twelve thousand persons are 
admitted each year. In the thirty years in which | 
have had intimate knowledge of the admissions, 
| have never known of a patient being sent to 
an institution as the result of a conspiracy. The 
belief that patients are ‘railroaded’ is nonsense.” 

The commitment laws of Pennsylvania are par- 
ticularly commendable. The term “insane” 
statutes has been supplanted by the term “men- 
tally ill.” The following methods of admission 
apply to either state or private institutions: (a) 
Voluntary admission. (b) Admission on applica- 
tion of relative, friend or other responsible citi- 
zen, and the certificate of two qualified physicians. 
(c) Upon application by a responsible person and 
the verified petition of two qualified physicians, 
the court may hold a proceeding anywhere, with 
or without the presence of the patient, through 
which the patient may be placed and detained in a 
mental hospital. (d) Emergency admission, with- 
out commitment, for a period of ten days, upon 
application by a responsible person and the certifi- 
cate of at least one licensed physician. The super- 
intendent may cause the patient to be removed if 
temporary care is not indicated. If further care 
is required, legal commitment or admission as a 
voluntary patient is in order before termination 


in the 
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of the ten-day period. (e) The superintendent of 
a hospital may receive and detain a violent or 
dangerous mental patient, or for other emergency, 
not to exceed ten days, on the certificate of two 
qualified physicians. Within ten days, proceed- 
ings are to be instituted for judiciz il commitment. 
(f) Upon application for observation, diagnosis 
and treatment, and the certificate of two qualified 
physicians, or in his own discretion without such 
application, the judge or court, if satisfied, shall 
commit the person for such period and under such 
limitations as the judge or court may direct. The 
superintendent shall submit a written report of 
the patient’s condition before the expiration of the 
period of commitment, and the judge or court 
shall order the further disposition of the patient. 

In Rhode Island about half the number of 
patients are admitted without judicial procedure ; 
the next friend of a psychotic patient filing with 
the State Welfare Commission an application, to- 
gether with the certificate of two physicians. 
Upon this evidence the Commission may authorize 
the state hospital to receive and care for the pa- 
tient. Commitment is for as long as the patient 
may require. 


EXISTING COMMITMENT LAWS OF CALIFORNIA 


The present commitment laws in California ° 
are based upon the assumption that a person with 
mental disorder, to be committable, must be dan- 
gerous to health, person or property. Commitment 
is mainly a legal procedure to provide custody for 
the patient andl safety for the community. The 
medical aspect of commitment, which emphasizes 
hospitalization as treatment, is given little con 
sideration. A complaint of insanity is made and 
a warrant is issued by a magistrate. The sheriff 
takes the person into custody and detains him in 
a “suitable place.” The person is arraigned before 
a judge of the superior court, who sets the time 
for trial, telling him that he has the right to have 
counsel and to produce witnesses. The hearing is 
held in open court, and the patient must be pres- 
ent if physically able. If too ill to appear in court, 
the judge may hold the necessary proceedings at 
his bedside. ‘The complaining witnesses must state 
before the patient their reasons for regarding him 
to be insane. Two physicians must be present to 
hear the testimony and examine the patient. Ex- 
amination is usually made just previous to the 
hearing or at the hearing, and in many counties 
the best that can be said is that it gives the pro- 
ceedings a slight medical coloring. If commitment 
is decided upon, the patient is turned back to the 
sheriff for transportation to the hospital. 

The routine detention of patients for commit- 
ment procedure is shown to be more expensive 
than the more acceptable procedure of sending 
two qualified physicians to the home of the patient 
with avoidance of detention unless necessary. The 
“suitable quarters” provided in each county for 
detention of mental patients were found in 1930 * 
to be, in twenty-eight counties, exclusively jails; 
in seventeen counties, jail-like facilities; in four 
counties, good hospital facilities; and in seven 
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counties, good hospital facilities with examina- 
tions by medical staffs and the keeping of records. 
Two counties were not surveyed. Thus forty-five 
of the fifty-eight California counties used jails or 
jail-like facilities for the detention of mentally ill 
patients, a procedure tending to aggravate and 
prolong mental disorder. 

The arraignment of mental patients is an ab- 
surd provision of law, as is the necessity for the 
presence of the patient in open court and the 
statements of his relatives in his presence. The 
medical examination should be better performed. 
After the legal proceedings, it is distinctly unwise 
to turn patients over to the sheriffs for transporta- 
tion to the hospital, especially as it was found ? 
to be still a common practice to handcuff patients 
en route to the hospital. The unintelligent hand- 
ling of patients increases excitement and leads to 
such practice. Too many obstructions exist which 
delay hospitalization and treatment. 


PROPOSED CHANGES IN CALIFORNIA 
COMMITMENT LAWS 


Assembly Bill 539, passed by the California 
Assembly and referred to a Senate committee at 
the time of this writing, provides as follows: Ap- 
plication is made to a judge of the Superior Court, 
or in emergency to another magistrate or the 
county clerk, for medical examination of a person 
believed to be mentally disordered. Detention is 
to be exercised only when necessary. The use of 
jails for detention of mental patients is abolished 
unless held in connection with a criminal charge ; 
and such detention quarters shall be in or con- 
nected with a hospital. The smaller counties may 
combine their facilities with little expense at a 
strategic point for such detention. Detention is 
authorized for a period not to exceed thirty days, 
permitting psychopathic wards with treatment 
facilities to return a number of patients to their 
homes improved or recovered without commit- 
ment. The absurd provision of arraignment,which 
aggravates mental disorder and delays hospital 
care and treatment, is eliminated. The hearing 
may be held at whatever place is best for the 
patient’s welfare. The patient must be allowed 
to be present if he wishes; but since it may not 
be pleasant for patient or relatives to have state- 
ments about one’s mental condition made in their 
presence, this is to be left more to the discretion 
of the judge and the wishes of the patient. Ex- 
amination and verified report must be made by 
two qualified physicians. If commitment is de- 
cided upon, transportation shall be in charge of 
relatives of the patient or attendants from the 
hospital to which committed. The attendants may 
at other times be engaged in their regular duties. 
This is not only better for the patients, but more 
economical for the state. 

The existing law makes no provision for the 
patient to remain at home during commitment 
procedure, unless too ill to appear in court. This 
bill permits commitment from the patient’s home 
under the following provisions: Upon receipt of 
verified application and upon determining after 
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inquiry that detention appears not to be indicated, 
the judge of the superior court may order two 
certified medical examiners to make joint exami- 
nation of the patient, wherever he may be, and 
to return a verified report of their findings to the 
judge. If the examiners find the person mentally 
disordered and in need of hospital treatment, they 
shall inform the person that they have so found, 
that they will so report to the judge, that they will 
recommend commitment to a state hospital, and 
that the person or anyone in his behalf has the 
right, within one day from date of such notice, 
to file with the county clerk a demand for a hear- 
ing and examination before the court. If such 
demand is made, the hearing shall be granted. If 
such demand is not made, the judge, if satisfied 
with the petition and report of the medical ex- 
aminers, may forthwith issue an order of commit- 
ment to a state hospital. 

This bill also provides for the emergency that 
exists when a peace officer apprehends a danger- 
ously insane person at a time when a judge is not 
available to authorize detention. It also provides 
that one of the medical staff of a psychopathic 
ward may file petition for examination of a per- 
son believed to be mentally disordered, without 
being civilly or criminally liable for such action. 

The remedies proposed to correct the defects 
of the existing commitment procedure are admit- 
tedly not perfect or all-inclusive, but represent a 
distinctly foreward step. 

1052 West Sixth Street. 
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DISCUSSION 


Herman Apter, M. D. (Professor of Psychiatry, Uni- 
versity of California).—It is a great privilege to be 
allowed to open a discussion of this excellent paper 
by Doctor Myers. 

I want to open my brief statement with a word of 
appreciation for the untiring and idealistic efforts that 
Doctor Myers has put forth in the interests of im- 
proving the commitment laws in this state. Opposi- 
tion and antagonism toward the present proposal de- 
veloped in several quarters, as was to be expected 
and, in fact, as has characterized the history of the 
development of the modern scientific point of view in 
the field of psychiatry, a point which Doctor Myers, 
perhaps wisely, has not stressed in his paper. 

With great skill and persistence and a tolerance 
which speaks well for the psychiatric method even in 
politics, Doctor Myers was able to win over, one by 
one, practically all the opposition, not by oratory and 
persuasiveness, but by the weight of evidence, and by 
clearly demonstrating that the proponents of this 
measure had no ulterior motives, and that their state- 
ments could be taken as given, without the suspicion 
of mental reservations or intellectual deviousness. 

There remains only one group opposed to this legis- 
lation, and there is still time to remove its opposition. 
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This is a small group of sheriffs from a small number 
of counties. Some of the leaders in the sheriffs’ organ- 
ization, two of them representing two out of the three 
largest counties in the state, from the point of view of 
population, expressed themselves as in favor of this 
legislation. 

The outline that Doctor Myers has given of the 
development of the commitment laws in these United 
States, and especially in California, gives a very con- 
cise picture of the direction in which changes have 
been tending, especially in this state, in the point of 
view that the general public has in regard to certain 
aspects of human behavior. 

At the present moment, when the major attention 
of everyone is riveted upon the social and economic 
changes which to many have the appearance of cata- 
clysmic suddenness—which it is very doubtful that 
they really possess—it is important for the physician 
to recognize that his profession bears evidence of a 
slow, laborious uphill climb from the time when medi- 
cine was restricted to the easily recognizable physical 
disorders. With the development of psychiatry and 
the recognition that it was possible to deal accurately 
with mental and behavior problems, medicine ex- 
tended its interest beyond the plane of the body into 
the field of social problems. The treatment and care 
of the insane has been one of the earliest expressions 
of this widening interest, and the commitment laws 
embody this extension, 

We are now faced by a condition in the world 
which is a challenge to the present generation. We 
cannot shut out the facts by denying them, or by an 
infantile feeling that “things will work out somehow 
by themselves,” or that prosperity (by which most of 
us mean personal comfort and security) will return as 
the result of beneficent forces that work for our good. 
Social welfare can be achieved only by hard thinking 
and strenuous effort. We have known that sooner or 
later we must face this fact, and most of us realize 
that it is now and not later. We cannot leave social 
legislation to chance, The topic that Doctor Myers 
has laid before us in his paper is one which preémi- 
nently offers the opportunity to medical men to assist 
in the social reconstruction of the community and the 
State. 


a 

Ciirrorp W. Mack, M.D. (Livermore Sanitarium). 
This is a timely subject and Doctor Myers has done 
well in presenting the matter so clearly and definitely 
with an abundance of factual material. 

There is a pressing need in California for reforma- 
tion in our methods of obtaining admission of mental 
patients to hospitals where they can receive adequate 
care. It is noteworthy, as Doctor Myers indicates, 
that there has been practically no modification in the 
commitment laws of California from 1853 to 1897, 
and no change since the amendment law at that time. 
In many other states of the Union, well considered 
reforms have been established. California, with its 
wonderful State Hospital system, should not be back- 
ward in the method of commitment. I am impressed 
also by the fact that the name “Lunacy Commission” 
was dropped only in 1921, and also that out of fifty- 
eight counties of the state, preliminary detention, in 
forty-five, is in jails or jail-like facilities. 

The changes proposed in Assembly Bill 539 are 
based upon the principle that the insane are sick peo- 
ple and should be handled accordingly, and not put 
through the procedure that has been decreed by law 
for criminals. In other words, the mental patient is in 
need of medical care and deserves commitment on 
this basis if voluntary commitment is not accepted, 
rather than as the law exists today, commitment only 
because of danger to persons or property. The pres- 
ent law is based on police power of the state. The 
proposed changes would take cognizance of the medi- 
cal aspects and needs of the sick person. 

Almost all other states have a provision for com- 
mitment of patients to private institutions. This 
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should be incorporated in the proposed changes of our 
commitment law. Psychiatrists in practice need a 
workshop in order that they may serve their patients 
well, just the same as a surgeon or medical man 
needs a well-equipped hospital. Unless there is a 
proper means of detention and custody in many in- 
stances, it is impossible to administer properly the 
psychiatric program required by the _ individual. 
There are many patients in the middle or upper eco- 
nomic levels who can pay for treatment in a private 
institution but who cannot be sent there by commit- 
ting magistrates because of the existing law. A finan- 
cial burden would be removed from the state funds 
and better regulation of the admission of patients to 
private institutions would be accomplished if com- 
mitment to private institutions were made possible. 

The urge to prevent psychoses by means of early 
psychiatric treatment and hospital care cannot be 
fulfilled with our present cumbersome commitment 
law. A psychiatrist in practice hesitates a long time 
before recommending commitment, because he knows 
the objections that the family and patient will make 
when confronted with the ordeal. The statute as pro- 
posed by Doctor Myers gives us a safe, legal method 
of commitment with ample protection to the patient. 
It will make possible the treatment of psychoses in 
the early stages and thereby save many patients who 
now become chronic because of delay and neglect. 

I urge upon every medical man serious considera- 
tion of this subject, to the end that proper influence 
may be brought to bear upon the legislative bodies. 


Cuaries Lewis Atien, M.D. (214 South Lafayette 
Place, Los Angeles).—We are greatly indebted to 
Doctor Myers for his interesting review of the pres- 
ent situation of the laws regulating the commitment 
of the insane in California. 

That this is unsatisfactory is not the fault of the 
doctors, but rather that of the legal profession and 
part of the judiciary (who have an unjustified fear 
that a change would imperil their interests), and also 
of a handful of officials who see profit in the present 
situation. 

We psychiatrists have for years been urging that 
the California Medical Association stand behind us in 
working for the reform of the existing laws, but only 
recently have we succeeded in arousing even a luke- 
warm interest. The experience in other states has 
shown that administration of the measures having to 
do with the commitment and care of the insane can 
most economically and efficiently be placed under the 
charge of a state department, at the head of which 
stands a highly trained and experienced psychiatrist 
who commands the respect and confidence of the 
medical profession and can gain that of the laity. 

Our progress toward reform has been greatly ham- 
pered by the opposition of the quacks and anti-medi- 
cal faddists who flourish so luxuriantly in the be- 
nignant air of California, and who seem to have undue 
influence with lawmakers and in the courts. The 
president of a semi-charity professing to care for the 
“mentally sick” once said to me, “We don’t want you 
doctors, with your pills and your powders; we cure 
our clients without.” The cure proceeded nicely until 
several suicides occurred in rapid succession, since 
which they have looked with more tolerance toward 
the medical profession. 

Most distressing to the relatives of mental patients 
are their having to swear out a complaint, seeing the 
victim arrested like a criminal (in some counties 
lodged in jail), having to confront him in court, and 
finally witnessing him lugged off, sometimes in hand- 
cuffs, 

Dr. Richard Dewey not long ago wrote a paper 
upon the importance of the way in which the patient 
was transported and introduced to a hospital for the 
insane, emphasizing that the impression received at 
that time might play an important part in the future 
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course of the case. The transportation should be in 
the hands of people naturally humane and accustomed 
to deal with mental cases. In Los Angeles the sher- 
iff’s office has gone some distance in this direction 
by picking out some experienced men and women to 
act in such matters, and they seem to accomplish 
their object with little friction. 


The trial in court is an anachronism which has been 
eliminated in progressive states. A tragic affair is 
too often turned into a comedy through the ridiculous 
testimony of ignorant friends and neighbors, and this 
absurdity is raised to the nth power in the jury 
trial, frequently demanded, and which the court must 
grant. 


To educate the public as to the necessity for reform, 
the medical profession must codperate. We ask the 
California Medical Association to stand behind us in 
our drive for a modern “State Department of Mental 
Hygiene,” or whatever you prefer to call it, which 
will have supervision of the mentally ill and which, 
while insisting upon a proper standard of care, will 
not oppress but rather support physicians interested 
in the private treatment of such unfortunates. 

Doctor Myers’ paper will furnish 
our efforts to effect the 


valuable aid in 
needed reforms. 


» 


Doctor Myers (Closing).—I have no further com- 
ment, but wish to express my thanks for the discus- 
sion of this paper, and particularly wish to express 
my appreciation of the widespread interest displayed 
throughout the state in the humanitarian objectives 
embodied in A. B. 539. 


For the information of the readers who m: iy not 
have learned the eventual fate of this bill, the follow- 
ing may be added: 


Assembly Bill 539, with amendments, was passed 
with a wide majority by both houses of the State Leg- 
islature, but was vetoed by the governor at the request 


of representatives of the California Sheriffs’ 


r Asso- 
ciation. 


ASTHMA IN CHILDHOOD* 


By HyMAN Miter, M.D. 
AND 
GeorcE Piness, M. D. 
Los Angeles 
Discussion by Francis Scott Smyth, M.D., San Fran- 


cisco; Edward Matzger, M.D., San Francisco; William 
W. Belford, M.D., San Diego. 


N attack of asthma in a child is only an episode 
in what is a long story, beginning with that 
child’s forbears and to be continued throughout 
the child’s life, even into the lives of his offspring. 
The story is never static, and only the long view 
of this present attack of asthma will give the phy- 
sician a proper picture of the problem which he 
faces in getting the patient well. If, then, much 
is said here of symptoms other than asthma and 
of people no longer children, it is with the thought 
in mind that we are treating of a disease which 
is lifelong, hereditary, and many featured. This 
disease is known as the allergic constitution. 
Before taking up the many ways in which the 
life of the patient may be influenced by this dis- 
ease or describing its many features, it will be 
well to examine the nature of the allergic group 
as a whole. This should tell us how often we are 
apt to meet the allergic constitution in practice. 


* Read before the Pediatric Section of the 
Medical Association at the 
Del Monte, April 24-27, 1933. 


California 
sixty-second annual session, 
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NATURE OF THE ALLERGIC GROUP 


In July, 1925, a special clinic for allergic dis- 
ease was founded at the Los Angeles C hildren’ S 
Hospital. All patients referred to this clinic first 
came through the general out-patient clinic where, 
from July, 1925 until January, 1933, a period of 
seven and one-half years, 41,000 cases of all types 
were admitted. Despite the fact that many cases 
of allergy undoubtedly were not recognized, and 
that a certain number did not enter, there were 
1,411 children admitted to the allergy clinic. This 
is 3.4 per cent of all the children seen in the 
general out-patient department; in other words, 
of every one hundred children seen by the phy- 
sicians, four were recognized as allergic. These 
four out of one hundred have a greater impor- 
tance than their mere number would suggest. In 
going over some seven thousand case histories of 
allergy from both clinic and private practice, in- 
cluding both adults and children, it was found 
that 50 per cent began to have symptoms before 
the age of puberty. Therefore, the 4 per cent of 
children mentioned is one-half of all those who 
will at some time in life suffer from a more or 
less crippling sickness. It has been said (Cooke 
and Van der Veer') that allergy occurs in 7 per 
cent of the general population. We may then con- 
clude that, of the 8,400,000 allergic people in the 
United States, one-half, or 4,200,000, began to 
have symptoms in childhood. 

A study of the nature of this group must in- 
clude a study of the common belief that children 
tend to “outgrow” asthma. To speak of “out- 
growing” a constitutional disease is as absurd as 
to speak of “outgrowing” blue eyes or Mongolian 
idiocy. We may only speak of a more or less 
permanent, spontaneous relief of symptoms. That 
this happens once in a while we know, but scien- 
tific proof that it is a general tendency in the 
allergic group is lacking. We may perhaps learn 
something of this from the histories of 731 pa- 
tients first seen between twenty-one and _ thirty 
years of age. Of these, 731 patients, 175, or 25 
per cent, began to have symptoms in childhood 
and had not “outgrown” them, Because those 
who do “outgrow” their symptoms do not visit 
the physician, we do not have the data to say that 
more than three out of every four children “out- 
grow” their symptoms. But with 4 per cent of 
all children, and 7 per cent of the general popu- 
lation known to be allergic, it appears to be likely 
that outgrowing really is but a temporary state 
of affairs. 

The hereditary nature of the allergic group is 
well known. The allergic constitution is probably 
transmitted as a dominant Mendelian character- 
istic. In the 7,000 allergic patients examined, $ 
per cent gave a positive hereditary history. This 
is more than matched by the report of the British 
Asthma Research Council,? which states that, of 
more than 1,000 children suffering from asthma, 
two out of every three had some relative or rela- 
tives affected. 

DIAGNOSIS 


Enough has been said of the nature of the 
allergic group to bring out the important fact that 
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we must see in the child suffering from asthma 
not just the present illness, but all the possibili- 
ties of illness which may later follow, and, para- 
doxically, the possibility of diagnosing asthma 
before asthma occurs. It is with this possibility 
that we next concern ourselves, using a certain 
amount of foresight with which the long view has 
armed us. Looking for this possibility, we shall 
consider various parts of the body. 

Skin. — Allergic eczema is not always full- 
blown, widespread, unmistakable. Often it is 
merely a generalized or localized itching without 
any visible change in the skin. Or there may be 
only a slight roughness of the cheeks or a redness 
about the lips or buttocks, never passing beyond 
the stage of erythema. These should be 
recognized as allergic eczema, for they often fore- 
tell the coming of asthma, Of - 3,995 asth- 
matics that we have observed, 772, or 20 per cent, 
had had eczema. Now 772 is 57 a cent of the 
1,354 eczemas that we have observed. Many of 
these eczemas were seen in infancy and early 
childhood, and therefore had not had time to de- 
velop other symptoms; so we can conclude that 
eczema in childhood foretells asthma in more than 
half of the patients. 

Gastro-Intestinal System.—Frequent bouts of 
colic in infancy, and abdominal pain and distress 
in childhood, are at times due to allergy. Dislike 
of certain foods or inability to eat certain foods 
without being followed by abdominal pain or dis- 
tress, or vomiting or burning of the mouth with 
itching and possibly swelling of the tongue and 
lips, are more than enough to make one say that 
the patient is allergic. Attacks of so-called ap- 
pendicitis, with removal of a normal appendix, 
are at times not a rare first sign of the allergic 
make-up of the patient. We have no definite data 
as to how often asthma follows these episodes of 
infancy and childhood, but we do know that we 
get such a story from many asthmatics. 

Respiratory System.—Of the 7,000 allergic pa- 
tients whom we have observed, 5,700, or 80 per 
cent, had respiratory symptoms. Asthma without 
nasal symptoms, or allergic nasal symptoms with- 
out asthma at some time in life, are very unusual. 
Where there is one there is the other, and to 
recognize the true nature of allergic nasal symp- 
toms has proved of great value in the diagnosis 
of mild or impending asthma. Frequent so-called 
colds—colds that begin in the morning and are 
over by noon—are usually allergic in nature. 

Sneezing spells during sleep or in the morning 
on arising, itching of the nose, ears or palate, and 

chronic stuffy nose are other more easily recog- 
nized symptoms. The history of several oper- 

ations on the nose or throat often foretells asthma. 

In 1925 we* reported that among 834 cases of 

asthma, 413, or 49 per cent, had had operations 

on the nose and throat. In this group of 413, 

704 operations, or 1.7 operations per person, had 

been performed. It is not strange, then, that a 

history of repeated removal of the tonsils and 

adenoids is in itself enough to make one suspicious 
of the allergic cause of the patient’s troubles, espe- 
cially if the symptoms for which these operations 
were done were not relieved. 


also 
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Examination of the mucous membrane of the 
nose and throat often foretells asthma. Usually 
the mucous membrane is edematous, glistening 
with fluid, pale or dusky red in color, and in the 
throat studded with many lymphoid nodules of 
varying size. The most extensive overgrowth of 
adenoid tissue is to be seen in allergic patients 
and, added to the chronic stuffy nose, makes the 
sagging jaw and mouth breathing of the so-called 
adenoid facies which is almost pathognomonic of 
allergy—at least in this pass of the world. 

Another important aid in separating nasal al- 
lergy from nasal infection is the examination of 
the nasal smear for eosinophils. We have made 
237 such examinations at the Children’s Hospital 
Clinic and 224, or 95 per cent, have been positive. 
When negative on repeated examination, the nasal 
symptoms have almost always been due to causes 
other than allergy. 

Finally, the history of repeated attacks of bron- 
chitis with or without fever, or of many attacks 
of pneumonia with or without wheezing, bespeak 
future frank attacks of asthma. 

With any or all of these findings (since nearly 
60 per cent of allergic patients give a positive 
hereditary history) we can often say, if such a 
history is gotten, that the patient will probably 
have asthma. 

Whether asthma is foretold or is already pres- 
ent, it is clear from what has gone before that 
the future of the patient should now be an open 
book to the physician. We now turn to ways of 
modifying the future for the benefit of the patient. 


METHODS OF EXAMINATION 


Skin Tests—Skin tests are used to find out 
what things make an allergic patient sick, and not 
to find out whether or not he is allergic. This 
latter can always be done by a clinical history and 
examination, keeping in mind the things already 
spoken of. Skin tests give the physician knowl- 
edge which will help him control the future of 
his allergic patient. Nothing has yet approached 
skin tests in their value for getting this knowl- 
edge. However, to trust them, the physician must 
know that 

1. Reliable test substances were used. 


2. A sufficient number of test substances were 
used. 

3. A reliable method of testing was used. 

4. A proper interpretation of tests was made. 

5. Repeated testing was done, when necessary. 

6. A correlation of results of tests with clinical 


findings * was made. 


Under these conditions the knowledge gotten 
from skin tests will be of great value to the phy- 
sician in planning the patient’s life, controlling his 
illness and turning out an adult who may lead a 
normal existence. 

The question now comes up as to how often 
this knowledge can be obtained, if tests are carried 
out as they should be. From the records of 3,463 
allergic children so tested, we have found 85 per 
cent to give positive reactions. That is, skin tests 
give us the knowledge we need in nine out of 
every ten allergic children. At this point it will 
be well to remember that this knowledge is not 
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to be used blindly ; its limitations must be known. 
We know that positive reactions do not always 
mean that the substances giving such reactions 
must cause symptoms, nor, on the other hand, 
that negative reactions mean that the substances 
not reacting will not cause symptoms, But with 
the results of the skin tests to start from, and by 
correlating them with the clinical findings, it is 
usually possible to work out those exceptions 
which may occur. 

Because exceptions do occur, and because one 
out of every ten allergic patients does not react 
to skin tests, elimination diets® have been de- 
veloped. The principle of the elimination diet is 
to give a patient foods to which he is probably 
not sensitive until his symptoms are relieved, and 
then add single foods to the diet at intervals. 
Then, as symptoms do or do not follow, one may 
say that this or the other food is one to which 
the patient is or is not sensitive. “Fhis practice 
is of use in the exceptions already spoken of ; 
but unfortunately, because its limitations are not 
known, it is now being used not only to find what 
foods make a patient sick, but also to find out 
whether or not he is allergic, which rightly should 
and can be done by ordinary clinical means. This 
is brought out because there are so many diseases 
aside from allergy which may be affected by 
changes in diet.‘ 

Elimination Diets.—Let us, then, examine some 
of the limitations of the use of elimination diets, 
and some of the fallacies which allow these limita- 
tions to go unrecognized. 

1. Elimination diets have to do with foods 
alone, and yet we know that only one child (or 
adult) out of one hundred is sensitive to foods 
alone. It is not true that foods are the only cause 
of asthma in childhood, for even though we re- 
move offending foods from the diet, symptoms 
do not clear up unless we also take care of the 
pollens and other inhaled substances. Nor is it 
true that eczema, which is almost always thought 
to be due to food sensitivity alone, will always 
clear up without the same care being taken with 
inhaled and contacted substances. These the elimi- 
nation diet of course does not include. In other 
words, foods are not the only cause of symptoms 
even in the very young, nor in those patients 
suffering with symptoms which are usually con- 
sidered as due to foods alone. 

2. Elimination diets are based on the use of a 
group of foods which do not ordinarily give posi- 
tive skin reactions ; in other words, they are based 
on the results of skin tests in a large group of 
patients. It is quite plain from this that many 
patients will be sensitive to foods in the elimi- 
nation diet, and for this reason more than one 
diet is usually given in case the first does not re- 
lieve the symptoms. Each diet is given a trial of 
from five to fourteen days.’ If successful in re- 
lieving symptoms, foods are added one at a time 
until a diet of sufficient variety, calories, vitamins 
and salts is reached. Each relapse of course 
means a longer period before this stage is reached. 

In any event, many weeks, and possibly months, 
are needed to develop this diet. It would seem 
logical, therefore, since the elimination diet is 
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based on the results of skin tests, that the skin 
tests be done first and then, if no reactions are 
obtained, or positive and negative reactions do 
not jibe with the clinical results, to begin an elimi- 
nation diet based on the skin tests done on the 
patient with whom the physician is personally 
concerned. 

3. Elimination diets require a great deal of in- 
telligent codperation on the part of the patient. 
This is not always forthcoming. On the other 
hand, the physician who depends on elimination 
diets alone will be at a loss where to turn if they 
fail him. It is well, then, to have pointed out their 
limitations and their uses, just as we have in the 
skin tests in order that he may know just how 
useful each tool is. 


IN CONCLUSION 


With the knowledge gotten from testing, the 
physician is able not only to relieve the symptoms 
from which the patient is suffering, but in many 
cases to ward off others. This is true not only 
for allergic symptoms, but also for those compli- 
cations which often accompany allergy, such as 
undernutrition, nasal operations, abdominal oper- 
ations, pulmonary emphysema, bronchiectasis, de- 
formities of the chest, nervous disturbances, eco- 
nomic and social misfitting, and whatever else may 
come from chronic sickness. All these may and 
do occur in the life of many allergic patients, and 
are here spoken of to emphasize what has already 
been said of the long view to be taken of the child 
asthmatic, and also to emphasize what has already 
heen said of the necessity for early diagnosis. If 
one recognizes the less obvious early signs and 
turns to the skin tests for the needed knowledge, 
one may aid in giving these patients comparatively 
normal life. 

11386 West Sixth Street. 
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DISCUSSION 


Francis Scotr Smytu, M.D. (University of California 
Hospital, San Francisco).—The paper on “Asthma in 
Childhood” by Doctors Miller and Piness, presents a 
very helpful discussion of allergy. 

As to the allergic constitution, which is demonstra- 
bly hereditary, we are still groping for further identi- 
fication. Basal metabolic rate, blood pressure readings, 
and various laboratory studies have failed to show 
uniform characteristics in the allergic group. 

I rather like the suggestion of Woringer that eczema 
is a para-allergic manifestation. It is peculiar that the 
clinical manifestations (eczema) develop before the 
skin test, and that the substances, such as egg white, 
so often the first and most marked reactors, may have 
had little or no part in the diet. While I would not 
minimize the importance of foods, I should, however, 
mention the disparity that may be found when dietary 
therapy alone is tried. Not one of us would neglect 


the importance of physical agents, especially trauma. 
Restraint from scratching, avoidance of wool and silk, 


soap and sudden changes in temperature, and proper 
ointments play important a role as the various 
allergens. 


as 


I believe it particularly wise to reassert the value 
of the skin test and individual study. While granting 
the variability of the former and necessity for repeated 
observations, it remains a most helpful guide. 

Regarding dietary restrictions for growing children, 
I think that we should be most careful not to neglect 
the necessary protein requirement for growth. Animal 
protein is particularly desirable as a source of body 
protein. Sweeping restriction may produce a mal- 
nutrition most dangerous to the general health. I am 
not sure, for example, that a well-nourished eczema- 
tous infant is not a better risk than a malnourished, 
poorly resistant infant without so marked an eczema. 


Epwarp Marzcer, M. D.(909 Hyde Street, San Fran- 
cisco).—I congratulate Doctors Miller and Piness for 
again publishing on the general subject of the allergic 
constitution. The bulk of the contributions on allergy 
have to do with the discovery of new excitants, of 
methods of study and of types of treatment. While 
this information is valuable, all of us treating allergic 
individuals are anxious to know more about the funda- 
mental nature of the allergic constitution. Surely a 
statistical compilation of large groups of allergic pa- 
tients who have been observed, tested and treated over 
a period of years, must contribute much to our under- 
standing of the nature of the allergic group. 

As the authors so graphically emphasize, we also 
must realize that an asthma attack in a child is just 
the beginning of a long series of allergic episodes. 
The proper treatment of each hypersensitive mani- 
festation will tax the physician’s diagnostic acumen, 
and#he must be alert to the early recognition of each 
ctiologic factor. 

A new excitant, if quickly recognized, can be elimi- 
nated from the patient’s environment, or an active 
immunity be induced before secondary factors assume 
importance. This procedure may save months of 
suffering and often surgical intervention. 

Elimination diets, in one form or another, have been 
used ever since mothers have observed indispositions 
following the ingestion of certain foods, and certainly 


are to be advocated wherever they can be built up 
clinically. Elimination diets, however, based on aver- 
age skin test reactions are obviously of less impor- 


tance than elimination diets based on individual skin 
test diagnoses. 


a) 
“ 


Wittiam W. Be crorp, M.D. (2545 Fourth Avenue, 
San Diego).—Our thanks are due to Doctors Miller 
and Piness for this paper. Those of us in the field 
of pediatrics are often hard-pressed to care for our 
asthma patients. It is likely each member of this sec- 
tion has seen asthma develop in a patient that has 
been under care for eczema. I doubt if any of us 
realized that the percentage of eczema patients later 
developing asthma was so large. 

I am sure that the frequency of nasal symptoms of 
an allergic condition is not generally recognized. The 
frequent “colds,” insignificant as they often are, yet 
quite a bother to the parent, with itching and frequent 
sneezing, are perhaps as common complaints as any 
that we hear of in the whole field of allergy. All too 
often we forget the allergic possibility until asthma 
or some other equally striking manifestation of the 
child’s extreme sensitivity appears. 

In the well-developed allergic rhinitis, eosinophils 
are found readily enough on study of a nasal smear. 
The same is true of a careful study of a series of blood 
smears when an elevation of the eosinophil count is 
very frequently found. In the early case (and each 
has to begin some time) this eosinophilia is not so 
common. 


It seems that the scratch tests have been replaced 
by the intracutaneous tests. 


Doctors Miller and Piness 
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negative scratch test with an intracuta- 
neous test. They find about 80 per cent of the patients 
sensitive. So many parents are discouraged when an 
accurate study of their child is proposed, because they 
have seen a few scratch tests done with negative re- 
sults. When the tests are done properly and carefully, 
a vast amount of information is obtained. With suffi- 
cient study and industry on the part of the physician 
doing thorough allergy work, about 80 per cent of 
these children can be brought “into balance.” A “cure” 
cannot be expected, Doctor Miller most aptly 
points out. 


check each 
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DIPHTHERIA IMMUNIZATION * 


By Litwian Kosirza, M. D. 
Los Angeles 
Discussion by H. E. Thelander, M.D., San Francisco; 


George M. Stevens, M.D., Los Angeles; A. J. Scott, Jr., 
M.D., Los Angeles. 


N this article will be given a brief sketch of 

the prevalence of diphtheria in California, with 
special reference to the city of Los Angeles; also 
an evaluation of the various immunizing agents 
now employed to prevent the spread of the disease. 

In most large cities diphtheria prevails endemi- 
cally with periods when outbreaks of considerable 
severity are observed, 


LOS ANGELES FIGURES 


Our statistics show that during the decade 1921- 
1931 the diphtheria rate in Los Angeles steadily 
dropped. In the incomplete fiscal year 1931-1932 
an increase in the number of cases and deaths has 
been noted. 


The rates on the basis of one hundred thousand 
population are as follows: 


Taste 1.—Los Angeles Figures for Ten-Year Period 


EE 





Fiscal Year Case Rate Death Rate 


1921-1922 : ...055 15.6 

1930-1931 .. 64 5.6 
1931- 1932 (estimated) 105 7.04 
Cases to date, total...986 Deaths to date, total....66 








Morbidity figures for the state since 1923 show 
between 55 to 60 per cent of cases occurring in 


children under ten years of age. State figures, 
likewise, indicate that the fatality per cent is great- 
est in the preschool group. Morbidity and fate lity 
per cent in age groups for children throughout the 
state are available since 1928. 

Our own figures for Los Angeles City for 1931 
show that fifty-four deaths out of a total of 
seventy-one occurred in children under ten years 
of age. 

From analysis of the above figures we must 
conclude that the morbidity is greatest in the age 
group five to nine years, but that the danger to 
life is greatest in infants and the preschool group. 
We therefore cannot sufficiently stress the impor- 
tance of protecting the preschool children from 
the dangers of diphtheria. 


A recent report by Kinnaman? on the status 
of Siphtneris 5 in the State of Kansas indicates that 


* Read before 
April 19, 1932 


the California Lutheran Hospital staff, 
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1928 


Age Group Cases Cases 





Under 1 year 
1-4 years 
5-9 years 


88 
974 
1703 


40 
615 
1059 


there was state-wide culturing of twenty thousand 
school children, whereby it was found that the per 
cent of carriers was practically the same in the 
immunized group as in the nonimmunized group. 
Furthermore, the immunized group were carriers 
of organisms of the most virulent type. From 
these observations they concluded that their case- 
fatality rate is increasing in the nonimmunized 
group, who contract diphtheria through exposure 
to these immunized carriers. It would appear then 
that in a partially immunized community there is 
greater danger to the nonimmunized group. This 
is a point to consider with regard to our own 
increased morbidity and fatality rates this year. 


DIPHTHERIA IMMUNIZATION 


That diphtheria immunization has played a 
great part in lowering the incidence of the dis- 
ease during the last decade is generally accepted. 
That there may be some other factor which is to 
some extent also responsible for this decreased 
incidence cannot be denied. 

Not until 1894, when Behring of Germany and 
Roux of Irance discussed antitoxin at an inter- 
national congress in Europe, was there any known 
remedy for diphtheria. Following this congress, 
its use was begun in New York City by Park and 
Biggs,” * who began using it in the treatment of 
diphtheria and also as a preventive in those ex- 
posed. It was soon shown, however, that antitoxin 
could not be relied upon as a means of stamping 
out diphtheria. 


sehring, about 1914, published results on toxin 
antitoxin as an immunizing agent in man. The 
progress of his work was interrupted by the World 
War. About this same time Schick demonstrated 
the value of the Schick test in determining sus- 
ceptibility to diphtheria. Park and Zingher were 
the first to utilize the Schick test in determining 
the difference in reaction before and after ad- 
ministration of toxin antitoxin in susceptible chil- 
dren. By far the greatest amount of immuniza- 
tion work with toxin antitoxin was done in this 
country by Park and Zingher in New York City, 
where a city-wide effort to stamp out diphtheria 
began in 1920. 

The first preparation of toxin antitoxin was 
made from undiluted toxin to which was added a 
certain amount of antitoxin. This at times caused 
severe local and general reactions. As time went 
on, diluted toxin, slightly more underneutralized, 
was used and less severe reactions followed. 

By the end of 1928 fully 500,000 school chil- 
dren in New York City were immunized by the 
use of toxin antitoxin. 


A campaign for prevention of diphtheria in pre- 
school children was then started with the result 
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1929 
Fatality 


1 
1 





TaBLe 2.—State Morbidity and Fatality Figures 
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1930 


Cases Fatality Fatality 


50 
641 
1063 


19% 
12.2% 


4% 


30% 
10.3% 
6.3% 


ro 
OL 
907 


t 
1% 


that in a three-year period between 300,000 and 
400,000 preschool children were immunized. 
Within the last decade numerous reports have 
been published showing varying results with toxin 
antitoxin. Negative Schick tests following im- 
munization have been reported in some groups 
above 90 per cent by Park and Zingher * and in 
other groups by Harrison *° as low as 60 to 70 
per cent. 
VARIATION 


The variation in the results may be due to 
difference in potency and to some extent to differ- 
ence in reactions of subjects. Those in rural 
and less congested districts are more refractory 
to immunization than those in congested urban 
groups, where repeated exposure to diphtheria 
takes place. This has also been demonstrated in 
orphanages and boarding schools, where Schick 
tests were made on large groups, showing that the 
longer the children remained in these institutions 
the more apt they were to become Schick-negative. 
These groups when immunized with toxin anti- 
toxin showed a larger percentage of negative 
Schicks following immunization in the groups 
which had been in the institutions the longest time. 
Others regard susceptibility to diphtheria not en- 
tirely a matter of environment but as due to some 
hereditary factor, finding a high correlation be- 
tween resistance and susceptibility of parents and 
children, 


IN RESULTS 


Some experiments indicate that a longer time 
interval between injections may give better results. 
In some cases where after one course of injections 
children have remained Schick-positive, one or 
more injections with toxin antitoxin has quickly 
rendered them Schick-negative. Other experi- 
menters have tried two-week intervals with toxin 
antitoxin, others have recommended four doses in- 
stead-of three, others still have recommended even 
five doses in adults. Thelander * in San Francisco 
reported 92.3 per cent negative Schicks in a group 
of seventy-seven children under eighteen months 
of age with four injections of toxin antitoxin, 
whereas the previous year in a group of 115 with 
three injections they had 70.1 per cent negative 
Schicks. However, the three injections of one 
cubic centimeter each with toxin antitoxin at 
weekly intervals is the established method and has 
given the most satisfactory results. 


TOXOID 


Although in the United States toxin antitoxin 
has been most extensively used as an immunizing 
agent against diphtheria, toxoid has gained wide- 
spread popularity in France and Canada. Within 
the last few years, however, toxoid has been used 
more extensively in the United States and at 
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present seems to be Fa 
rapidly replacing 
toxin anti-toxin as an 
immunizing agent. 


I xperiments with 
the use of 
(or anatoxin ) 


toxoid 
by 
in France 
have been carried on 
since 1923. This type 
of immunization has 
gained increased 
popularity, that 
over a million people 
have been immunized 
by this method. Tox- 
oid is prepared by 
adding formalin to 
toxin and subjecting 
the mixture to a 
temperature of about 
40 degrees centigrade 
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1922 and ending 1932. 


antitoxin because: 
1. It does not cause any serum sensitization 
(no serum being used in its preparation). Al- 
though Park *® is of the opinion that the danger 
of serum reactions has been greatly exaggerated, 
it nevertheless is a factor to be considered, 
shown in a detailed report by Gordon and Cres- 
well.*° They showed that even small doses of 
horse serum as used in toxin antitoxin were suff- 
cient to give serum reactions in a large number 
of cases when subsequent therapeutic antitoxin 
was administered. To overcome this difficulty 
toxin antitoxin from goat serum and sheep serum 
is now available on the market. 

2. There are a greater number of children im- 
munized by the use of toxoid, as evidenced by a 
greater percentage of negative Schicks, Schwartz 
and Janney * found that in a group of 361 im- 
munized with three injections of toxin antitoxin 
they had 78 per cent negative Schicks, whereas in 
a group of 128 where three injections of toxoid 
were used they had 98 per cent negative Schicks. 
Weinfeld and Cooperstock ** reported a study with 
104 nurses and medical students, showing 92 per 
cent negative Schicks when two doses of one cubic 
centimeter at three-week intervals were used. 

3. The immunization is produced in a shorter 
period of time (six weeks to three months). 
Harrison® reports 355 children to whom three 
injections of toxin antitoxin were given at weekly 
intervals who showed 64 per cent negative Schicks 
three to six months later, as compared with a 
group of 318 children who received two doses of 
toxoid, one cubic centimeter each, with interval 
of thirty-one days between injections. In three 
and one-half months 94 per cent of these were 
Schick-negative. 
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Chart 1.—IIlustrates the morbidity and mortality figures for each fiscal year beginning 


4. Toxoid is more stable than toxin antitoxin. 
It does not dissociate by freezing, and therefore 
does not liberate free toxin, an objection fre- 
quently raised against the use of toxin antitoxin. 

The chief drawback to the general use of toxoid 
is the severe local and general reactions which 
may follow its use in older children and adults. 
Few reactions occur in children under six years. 
Reactions to a large extent can be avoided by test- 
ing the individuals for reactions by using a small 
test dose of diluted toxoid, which is generally 
supplied in the package. If reactors are found, 
smaller doses, starting with one-tenth cubic centi- 
meter, should be given, and as many as five smaller 
doses at two-week intervals may be necessary in- 
stead of the recommended two to three doses of 
one cubic centimeter each at varying intervals. No 
standardization of dosage and intervals at which 
toxoid should be given has as yet been established. 
Some recommend two doses of one cubic centi- 
meter, varying the interval, as three weeks, one 
month, or six weeks between the two injections; 
others give three doses of one cubic centimeter 
at two-week intervals; others recommend vari- 
ations in dosage, as .5 c.c., 1 c.c. and 1 ¢.c., or 
J5¢.c,.5¢.¢c. and 1 c.c. for the consecutive doses. 
Much has yet to be done to establish the optimum 
dose and optimum interval between doses. Some 
mention has recently been made of the use of a 
small amount of alum in toxoid preparations, 
which renders even a higher percentage immune. 
This preparation is as yet not generally available. 


LOEWENSTEIN’S OINTMENT 


Loewenstein’s Ointment has recently also been 
tried as an immunizing agent against diphtheria. 
The ointment consists of toxoid and the filtered 
full culture of dead bacilli, Abt and Feingold ** 
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®.—Illustrates the incidence 
month, beginning July, 1931. The increase started in 
October, 1931, and has continued each month through 
March of this year 










Chart of diphtheria per 


in this country have reported on its use in sixty- 
two children with resultant immunity in 70.9 per 
cent. Advantages claimed for it are chiefly: 
(1) Its use by inunction avoids the use of a needle. 
2) No foreign protein is introduced. (3) It is 
not followed by any reactions local or general. 
Experiments with the use of this ointment have 
not been reported sufficiently to warrant any con- 
clusions, 
SCHICK TEST 
No discussion of immunization is complete 
without some mention of the Schick test. We as- 
sume that a negative Schick test means the pres- 
ence of sufficient antitoxin to neutralize the action 
of diphtheria toxin. This should correspond to 
at least one-thirtieth unit antitoxin per cubic centi- 
meter of serum. Although a positive Schick is 
a reliable index that the individual has not suffi- 
cient antitoxin and is susceptible to diphtheria, a 
negative Schick is not correspondingly an absolute 
index that the individual has sufficient antitoxin 
to be protected. There are several sources of error 
which may arise from faulty technique in making 
a Schick test. The test must be made intracuta- 
neously, and it is easy in some cases, especially in 
young children, to go below the skin, The toxin 
must be of proper strength and proper amount ; 
exactly one-tenth cubic centimeter must be used. 
Recently there has been available Schick material 
where the toxin is already diluted and ready for 
use. This simplifies matters for a busy practitioner. 
In children under six years no Schick test is 
necessary because the great majority under six 
years of age are susceptible. In our clinic prac- 
tice, no routine Schick is made in children under 
ten years of age. 


LOS ANGELES’ EXPERIENCE 


Diphtheria immunization with toxin antitoxin 
was started in Los Angeles at the Anita Baldwin 
Clinic in December, 1923. The next year the work 
was undertaken by the Los Angeles City Health 
Department. To date we have given approxi- 
mately 136,000 injections, immunizing approxi- 
mately 45,000 children, most of whom have been 
immunized in the last few years.. Our experience 
has been chiefly with toxin antitoxin with most 
satisfactory results. We have not been able to 
compare the value of toxin antitoxin and toxoid by 
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Chart 3. 
different age groups for the fiscal year 1931. 


Illustrates the morbidity and mortality for the 
It is striking 
that 63 per cent of the cases are in children under ten 
years of age. Our figures further show that in 805 cases 
reported for 1931, 101 were in children six years of age. 
Our own figures, as well as those furnished us by the 
State Health Department, show that the highest mor- 
bidity and fatality percentage occur in the younger age 
groups. 


the percentage of negative Schicks following the 
injections, but have, however, had ample oppor- 
tunity to compare the two immunizing agents from 
the standpoint of reactions. Our work with toxoid 
was started in October, 1930, at one of our clinics 
with a preschool group. No reactions followed, 
and we extended its use to the public schools in 
January, 1931. We continued the use of toxoid 
in the city schools until January, 1932, immuniz- 
ing about 3,600 children by this method. At this 
time, because of the relatively frequent reactions 
both local and general, and the complaints of some 
of the principals, we considered it better policy 
to limit our use of toxoid to our conferences for 
the preschool group and use the long-tried toxin 
antitoxin, which has given us relatively few re- 
actions for the school group. 

In our older school children, reactions follow- 
ing the use of toxoid occurred frequently, causing 
in many cases loss of time from school. Reactions 
reported were either local as characterized by 
swelling, redness and tenderness, or general with 
such symptoms as fever, headache, nausea, and 
vomiting. In same cases both local and general 
reactions were reported. 

Although it is recommended that older children 
and adults be tested for reactions by using a small 
amount of diluted toxoid, such procedure was not 
practical in our immunization program in the 
school. 

At present we are using toxoid for all children 
up to seven years of age, giving it in two injec- 
tions of one cubic centimeter each at monthly 
intervals, and toxin antitoxin for all children over 
seven years of age and adults, giving it in three 
injections of one cubic centimeter each at weekly 
intervals. 

CONCLUSIONS 

1. Our statistics on diphtheria indicate that the 
greatest morbidity occurs in children five to nine 
years of age, and the highest fatality rate in chil- 
dren under five years of age. In other words, 
the younger the child the greater the menace of 
diphtheria. 

2. The importance of diphtheria immunization 
must be stressed in the preschool child and can 
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safely be accomplished during the first year of 
life. 

3. The evaluation of immunizing agents now 
extensively employed show advantages in the use 
of toxoid because it does not sensitize to serum, 
is more stable, does not dissociate by freezing, and 
produces immunity in a shorter time and in a 
greater percentage of cases, 

4. ‘The of toxoid in school children has 
given us severe reactions, causing loss of time 
from school. The use of toxoid in younger chil- 
dren has not produced any reactions. 

5. We now limit our use of toxoid to children 
under seven years of age, and toxin antitoxin to 
older children and adults. 


los Angeles City 


use 


Health Department. 
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DISCUSSION 

H. E. Tuevanper, M. D. (384 Post Street, San Fran- 
cisco).—The fact that in the Los Angeles schools 
toxin antitoxin was discontinued in favor of the better 
immunizing agent, toxoid, and then returned to when 
the latter gave annoying reactions is sufficient evi- 
dence that the ideal method of immunizing children 
has not yet been reached. 

In public health work, where there is not the close 
relationship between parents, doctors, and children 
that there is in private practice, it is essential in order 
to carry out successfully a public health program that 
the methods used be as far as possible above criticism. 
Seventy per cent immunity, which is a generous esti- 
mate for toxin antitoxin, is not sufficient security for 
children to warrant continuing its use without re- 
Schicking the children. 
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Diphtheria in supposedly immunized children dis- 
credits the procedure, and severe serum disease fol 
lowing the treatment of such cases does not simplify 
the problem. On the other hand, if toxoid incapaci- 
tates a fair percentage of children for a day or more 
with each injection it will not be accepted by the 
public. It is quite possible that one cubic centimeter 
doses of toxoid are larger than necessary. We have 
immunized nurses with five small doses, totaling 1.5 
to 2 cubic centimeters, with satisfactory results and 
very slight reactions. Even smaller may be 
effective. We are at present running such a series in 
Schick-positive medical students. 

The percentage of Schick positive adults is surpris- 
ing. In recent groups we had from 40 to 80 per cent 
positive in nurses, medical, and dental students. Double 
Schicks were made on these groups, the old Schick 
with control material being applied to one arm, and 
the new already diluted material and its control to the 
other. Discrepancies were checked by Kellogg tests. 
The new material was found considerably less reliable 
than the old 
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Georce M. Stevens, M. D. (Los Angeles City Health 
Department, Los Angeles).—Toxin antitoxin as a pro- 
phylactic for diphtheria will soon be obsolete; in fact 
it should never be used by choice on any individual 
Any preparation containing horse or other serum 
should be reserved for treatment rather than for 
injmunization, 

Serum disease is entirely too prevalent and is not 
considered seriously enough, The fact that an indi 
vidual may in some future disease crisis require serum 
antibody therapy should never be lost sight of, nor 
the fact that the avoidance of serum sickness at that 
crisis may mean the difference between life and death. 

Although violent immediate reactions of serum have 
sometimes followed the first known injection, we know 
that in most instances serum has been given at 
previous time. 

‘Toxoid free from serum is rightly usurping the place 
of toxin antitoxin. Emphasis, of course, should be 
placed upon immunization of the preschool child. The 
slogan should be, “Protect every child at six months 
of age.” 

Toxoid reactions as they occur in older children are 
protein reactions, but not serum protein reactions. 
The objectionable substance, chiefly at least, come- 
from the autolyzed diphtheria bacilli of the culture in 
the making of the toxoid. A good product as now 
made is five times as potent for protective purposes 
toxin antitoxin. If there is added only an equal 
quantity of diluent, the product is still two and one 
half times stronger than toxin antitoxin and seldom 
gives annoying reactions and is therefore more desir- 
able to use on older children. 

The persistence of immunity in children immunized 
with toxoid is the same when toxin antitoxin ts 
used, 
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A. J. Scott, Jr., M. D. (1401 South Hope Street, [os 
Angeles).—Doctor Kositza has presented the subject 
of diphtheria immunization as it is practiced today 
by public health officers and pediatricians. 

In our work we use one cubic centimeter of toxoid 
every three weeks for three doses, starting at the age 
of six months and up to six years of age. We find no 
local or constitutional reactions. We use the 
dosage for the infant as for the older child. For the 
child past six years old we use toxin antitoxin every 
two weeks for three doses. 

We never use the Schick test under six years of age 
to determine susceptibility prior to giving the toxoid, 
but always use the test for children over six years. 
We test children four to six months after the last 
immunizing dose. We prefer the Schick material that 
requires. dilution at the time of use. No control is 
used, but we have the child return in six or seven days 
for reading the test. This time interval eliminates the 
pseudo-reactions. In order that we may be certain 
that the material is potent, we test a large group of 
children at one time and use mothers and nurses, who 
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have not been treated, as controls and find many times 
two or more of these latter will give a positive Schick 
reaction. 

If after immunizing doses a child has a positive 
Schick test, we wait another ninety days, re-Schick 
and if still positive repeat the toxoid or toxin anti- 
toxin, using, however, only two doses three weeks 
apart. We then re-Schick in another ninety days. The 
test is usually negative at that time. 

The question of exact dosage and time interval be- 
tween doses is not definitely settled yet, but until that 
time the present technique is workable and does no 
harm but much good. 

It has never been our experience to see any sensi- 
tization to horse serum from the use of the toxin anti- 
toxin, with one exception, since the first use of this 
materias a number of years ago, and in many hundreds 
cf imniunizations. It is possible to have it occur, but 
this shuld not deter us from using the material in 
th. oder child if he is susceptible to diphtheria. This 
is another argument for the early immunization of the 
child with the toxoid. 

The statistics that Doctor Kositza presents for the 
Los Angeles district show that the education that has 
been going on for the past few years is bearing fruit. 
However, the gradual increase in the morbidity and 
mortality rates of the past two years shows that there 
has evidently been a letting up of the intensive cam- 
paign for diphtheria immunization on the part of our- 
selves as practitioners, and the work of education may 
be taken over by the health authorities. 
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Docror Kosirza (Closing).—I wish to thank Doctors 
Thelander, Stevens, and Scott for discussing my paper. 

Since this paper has been written we have again 
resumed the use of toxoid in our diphtheria immuniza- 
tion in the Los Angeles City schools. We are en- 
deavoring to carefully check on the type and frequency 
of reactions to toxoid in children over six years of age. 


THELUREOF MEDICAL HISTORY* 


FIFTY YEARS OF PROGRESS IN THE 
PREVENTION OF DISEASE? 


By J. C. Getcer, M.D 
San Francisco 


I 


HE revolution in preventive medicine, so ably 

hegun by a chemist, the revered Louis Pasteur, 
was given great impetus by Ryndall, a physicist, 
and Robert Koch, a bacteriologist. Bacteriology 
has, in turn, revolutionized our isolation and quar- 
antine procedures, particularly as to recognition 
of the existence of the healthy carrier. There is 
no doubt that Theobald Smith focused attention 
on the importance of transmission of disease by 


insects. Biggs really modernized public health 
practice in the United States. 
It was not many years ago that the consci- 


entious health officer first offered to quarantine 
the cases of communicable disease that busy prac- 
titioners happened to report. When the quar- 
antine terminated—the time being usually set by 
convenience or by social standing—the premises 


* A Twenty-five Years Ago column, made up of excerpts 
from the official journal of the California Medical Associa- 
tion of twenty-five years ago, is printed in each issue of 
CALIFORNIA AND WESTERN MEDICINE. The column is one of 
the regular features of the Miscellany Department of 
CALIFORNIA AND WESTERN MEDICINE, and its page number 
will be found on the front cover index. 

+ One of a series of public lectures by invited speakers, 
Stanford University School of Medicine. 
Department of Public Health, San Francisco. 


conducted by the 
+ From the 
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were diligently fumigated. Many communities ex- 
pressed heartfelt gratitude for this service. But 
quarantine and terminal fumigation are both rela- 
tively unimportant features today in the control 
of communicable disease. Fumigation, with its 
frequent destruction of clothes, bedding, etc., was 
time and energy wasted. 

An entirely new conception of public health 
arose when healthy carriers were recognized to 
exist, and when mild, atypical or missed cases 
could and did account for the spread of disease. 
It is now axiomatic that, if communicable dis- 
eases are to be controlled, we must investigate 
and determine their source and destroy it, and 
learn how diseases are disseminated. But in many 
common infectious diseases we must deal pri- 
marily with persons, not things. 

There are fanciful routes of infection popularly 
suggested in some diseases; even now the cancer 
house is spoken of as was the tuberculosis house 
in years gone by. Diseases carried by letter are 
not quite in the limbo of things forgotten. Some 
genuine modes of transmission, in a few diseases, 
do stretch the plausibilities. We must provision- 
ally accept all possibilities, but never exclude the 
usual routes. These are, for all practical purposes, 
contact, milk, and water. 

The control of any disease depends, first, upon 
an early and accurate diagnosis; second, the 
source, vehicle, or avenue of infection; and third, 
the prompt blocking of these with every reason- 
able force. It depends also on public confidence 
in the health officer, for sometimes he must take 
extraordinary steps. There is no need, ordinarily, 
to prevent contact of persons; but drinking water 
and milk should be carefully analyzed before their 
use is permitted. 

One of the difficulties here becomes acutely 
manifest. Much laboratory work is inconclusive ; 
specimens examined today and found potable may 
tomorrow show an unhealthful condition. To 
make milk and water safe for human consump- 
tion means an untold number of inspections, cease- 
less vigilance and a balanced understanding of the 
factors operating within and without the supplies. 
It is possible to discover an infecting organism in 
the water and milk, but seldom indeed is it dis- 
covered or even attempted. The most important 
and most difficult control is the isolation of the 
infected, since it is not feasible to go through the 
whole community. Quite often, milk handlers and 
others are subjected to examinations of all types, 
particularly of specimens of the urine, the feces, 
and from the throat; the value of the examina- 
tions depends upon the skill of the laboratory 
technician and the promptness of the investigation. 

STATISTICAL EPIDEMIOLOGY 

Two of the modern weapons of public health 
work are bacteriology and epidemiology. Many of 
our older health officials regard them as synony- 
mous. but lemology, or lemography, meaning the 
sum of human knowledge as to pestilence, was 
long known before bacteriology came into exist- 
ence. The term “epidemiology” is more frequently 
used today. Epidemiology is a science with rami- 
fications, including occurrence, incidence, distribu- 
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tion, infectivity, virulence of the causative microbe 
or viric factor, and seasonal or calendar peri- 
odicity both present and past. Necessarily, the 
epidemiologist must have a broad training in 
bacteriology, immunology, medical zodlogy and 
parasitology, statistics, public health administra- 
tion, and sanitary engineering. 

Epidemiology must have a starting point, and 
this is usually statistical. Standard regulations 
cover about forty-two notifiable diseases. The dis- 
cerning health we must have a daily, weekly, 
or monthly report, or all three; he must picture 
the location and nate of cases with charts, and 
must know the previous movements of the pa- 
tients. Highly desirable is the history of past 
incidence, in terms of an average for the non- 
epidemic period, the so-called “norm” or “expect- 
ancy.” Such averages, when plotted in curves and 
corrected as to population estimates, may give 
reasonable endemic or constant seasonal infor- 
mation. For instance, if the expectancy or norm, 
or endemic constant, is fifty cases of disease 
for a given locality and period, s say a month, and 
the number of reported cases is 100, then the epi- 
demic index in percentage would be 200, basing 
the normal on 100. With such information, and 
with care as to deviations (changes in population, 
etc.), the health official has a useful basis for 
collection purposes and for forecasting and broad- 
casting. 

FIELD EPIDEMIOLOGY 


The discovery of the microbe, or ultravisible 
viric causes of disease, as in acute anterior polio- 
myelitis (infantile paralysis); or of the parasite 
without its intermediate host, as in amebic dysen- 
tery; or with such a host, as in malaria; and the 
discovery of the manner of spread from person 
to person have added many new helps to epidemi- 
ology. But the mode of spread of many diseases 
is still obscure, or a matter of conjecture. Pre- 
sumably, contact with the case or with the healthy 
carrier or missed case accounts for the spread of 
many diseases, yet elucidation of the problem of 
such dissemination is still being sought. 

One of the difficulties not yet surmounted is 
the apparent power of a microbe or ultravisible 
virus to produce either serious or mild cases, or 
to produce few cases at some period or for several 
periods, or to cause epidemics or interepidemics 
(the so-called recurrences), or great pandemics. 


It is attractive to assume, in this order of impor- 
tance, that the virus of a disease like influenza is 
widely distributed, that individual and even racial 
susceptibility plays an important rdle, and that 
the virulence of pandemic strains subsides for 
years or becomes innocuous. Microbic or viric 
subsidence from a virulent to a nonvirulent status 
has been suggested as a possible explanation of 
certain vagaries in the epidemiology of communi- 

cable diseases, particularly epidemic cerebrospinal 
fever (meningitis) ; but at present this is not quite 
susceptible of proof. For instance, the facility and 
frequency of occurrence of influenza i is very mani- 
fest, as is its dual epidemiologic role of pandemics 
and interepidemics. Possibly exaltations in viru- 
lence do occur. Two epidemiologic facts stand out 
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prominently as to the pandemic of influenza: that 
the so-called first wave was relatively slight and 
occurred in the spring; and that the second wave, 
occurring in the fall of the same year, was more 
explosive, more dangerous, more dispersive, more 
incapacitative, more depressive of mind. Possibly 
the former might be considered as a “tuning up” 
of the virulence of the causative factor. 

Many diseases, especially measles and _ scarlet 
fever, seem to occur in cycles or at periodic inter- 
vals which are assumed to be due to an accumu- 
lation of the crop of susceptibles. Other diseases 
appear year after year with seasonal regularity. 
The reason for the two periodicities is not yet 
known. We know, however, that malaria is de- 
pendent on several factors in order to become epi- 
demic or prevalent in a community. These factors 
include presence of human carriers of the para- 
site, presence of the parasite in the blood in sexu- 
ally differentiated forms, abundance of infected 
mosquitos of a suitable variety, proximity and 
extensiveness of breeding areas. But even with 
all these present, infection may depend on the 
weather and temperature ; for no matter how per- 
fect the type of insect host or the number of 
carriers, the female mosquito will not convey 
malaria when temperatures are too low. 

3esides affecting malaria, climatic conditions 
seem to affect other diseases and their virulence. 
For instance, African sleeping sickness is appar- 
ently limited to certain regions suitable to the 
tsetse fly. This is apparently true of Rocky 
Mountain spotted fever and its tick vector. Bu- 
bonic plague depends not only upon the flea of 
the infected rat or other rodent, but also quite 
definitely upon humidity. 


Environment plays a most important role. 
Natural resistance to disease must assert itself in 
many ways, and this may partly depend upon 
dietary factors (in vitamins), partly upon rest. 
Fatigue is considered a marked contributor to 
tuberculosis and cholera. Sunlight helps prevent 
pneumonia and partly depends upon the measures 
taken against the smoke nuisance in cities. Over- 
crowding, because of improper housing conditions, 
undoubtedly plays its part in the spread of re- 
spiratory infections and epidemic cerebrospinal 
fever (meningitis). 

The first American bathtub was used in 1842. 
Imagine American living standards of today ac- 
cepting the presence of the louse or the unclean 
as in days of old! Likewise, sewage-contaminated 
water supplies, the sale of unwholesome raw milk 
from unhealthy cattle, the distribution of un- 
protected, understerilized or improperly preserved 
food supplies should no longer be tolerated. 

There is no doubt that continued research in 
epidemiology, especially experimental, is needed 
in order to understand factors as yet unexplain- 
able. In any event, the use of preventive measures 
against diphtheria with toxin-antitoxin or toxoid, 
and against typhoid fever and smallpox by vacci- 
nation has had a remarkable effect upon the reduc- 
tion of these diseases. Preventive medicine and 
sanitation have not eliminated disease, but they 
have held pestilence in check. Because of the 
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rapidity of travel today, especially by air, with its 
associated possibilities in the spread of diseases, 
epidemiology must more than ever take its place 
as a protective science. 

San Francisco Department of Publie 


(To be 


Health. 
continued) 


CLINICAL NOTES AND CASE 
REPORTS 


INSTRUMENTAL PERFORATION OF THE 
RECTUM 


By KenNetu E, M.D. 


Los 


SMILEY, 
Angeles 


ERFORATION of the rectum into the peri- 

toneal cavity with the proctoscope, or with in- 
struments passed into the rectum for treatment, 
has been reported infrequently, yet the danger 
must be recognized and constantly borne in mind. 
Without early recognition of the condition and 
prompt surgical repair of the perforation, fatal 
outcome is inevitable. 

Injury to the rectum by falling on to sharp ob- 
jects, by gunshot wounds, and by the sudden dila- 
tation caused by compressed air is not uncommon. 
Spontaneous perforation or rupture caused by 
enemata under pressure may occur in ulcerative 
conditions, and indeed may occur spontaneously. 
Barron, in a very comprehensive paper on simple 
nonspecific ulcer of the colon, collected fifty cases 
from the literature and added three of his own. 
Spontaneous perforation into the peritoneal cavity 
occurred in the majority of these cases. 

Brumbaugh reported a perforation following an 
attempt at sigmoidoscopy by an inexperienced 
individual. Goldman reports three such cases, the 
first in an individual with a normal bowel, the 
second in an individual who had had a severe diar- 
rhea for several days, and the third occurring in 
a case of chronic ulcerative colitis. 

REPORT OF CASES 

Two cases of instrumental perforation are re- 
ported in this communication—one with a rectal 
stricture, and the other with probably a normal 
bowel. 


Case 1.—The first case is that of a male, age 52, who 
had neurosyphilis for which he had received intensive 
treatment for a number of years. He also had a stric- 
ture of the rectum of long standing. Because of this 
stricture, his physician had given him, two days previ- 
ously, a Jelk’s irrigating tube to use at home. The 
second time he used this, he experienced considerable 
difficulty passing the tube beyond the stricture, and 
experienced severe pain in the rectum. However, he 
irrigated the bowel and very shortly afterward began 
to have severe upper abdominal pain. He was seen by 
a physician, who made a provisional diagnosis of a 
tabetic crisis and gave morphin twice without relief, 
and then sent the patient to the hospital, where I saw 
him, it then being approximately twelve hours after 
the use of the irrigating tube. He appeared to be in 
great distress and exhibited all the classical signs and 
symptoms of shock. The abdomen was board-like and 


slightly distended, and a shifting dullness was present. 
On rectal examination, a stricture which admitted only 
the tip of the finger was found. 
100; 


Temperature was 


97 degrees; pulse, white blood count 4,000 with 
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67 per cent polymorphonuclears. A diagnosis of rup- 
ture of the rectum was made and, in spite of the very 
poor prognosis, operation was advised as offering the 
only hope of recovery. On opening the abdomen a 
large amount of seropurulent material was aspirated, 
and a perforation just above the peritoneal reflexion 
was found. The perforation was repaired with con- 
siderable difficulty owing to the extremely friable 
bowel wall, and the abdomen closed with drainage. 
The condition of the patient gradually became worse, 
and he died ten hours later. 


7y 7 7 


Case 2.—The second case I am allowed to report 
through the courtesy of a colleague. The patient was 
a woman, fifty-four years of age, who complained of 
vague upper abdominal distress. In the course of a 
complete study, a sigmoidoscopy was attempted by 
an inexperienced individual. It was stated that the 
patient complained of very severe pain at the time of 
the examination, and that the examiner believed he 
saw a small ulcer and a bleeding point on the bowel 
wall. The patient was fairly comfortable until two 
hours later, when she began to have severe, general- 
ized abdominal pain, which gradually increased in 
severity and was accompanied by a board-like rigidity 
of the abdomen. A diagnosis of rupture of the rectum 
was made, but operation was refused. At autopsy a 
perforation of the rectum was found without indica- 
tion of any previous pathology in the bowel wall. 


Such accidents probably occur much more fre- 
quently than the reported cases would indicate, 
and yet in this day of the indiscriminate use of 
colonic irrigations by incompetent individuals, 
gyser-like enemata, and all types of rectal instru- 
mentation, it is small wonder that we do not see 
perforations with much greater frequency. 

a ith a history of some type of instrumentation 

‘ treatment, and with the usual signs and symp- 
se of perforation of the bowel, (liz gnosis should 
not be difficult. Early operation offers the only 
possible chance of recovery. 

1930 Wilshire Boulevard. 
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AN UNUSI UROGENITAL 


“ASE 


By DE. F. Easton, M.D. 
San Francisco 
N August 3, 1931, Mrs. LL. G. came under 


observation for a pain in the left upper abdo- 


men, which had been there since a severe fall 
June. As a question of public liability was con- 
cerned, a complete physical examination was 
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. Taken five minutes after injection of skio- 
dan. Right kidney and ureter visualized. Left kidney 
not seen. Spina bifida 


made. In the course of the examination the con- 
genital urogenital anomaly about to be described 
was For the sake of brevity details 
regarding all parts of the body except the abdo- 


disclosed. 





Fig. 3.—Taken thirty minutes after injection of skiodan. 


Shows sac-like 
verticulum at 
bladder. 


dilatation of ureter more distinctly. Di- 
upper portion of the sac. Absence of 
No kidney or ureter visible on the left side. 
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Fig. 2.—Taken fifteen minutes after injection of 
skiodan. Right kidney and dilated ureter more dis 
tinct. Sac-like dilatation visible. Shows congenital ab- 


sence of pubic symphysis 


men and urogenital systems have been onutted, 
as they have no besring upon the condition under 
consideration. 


REPORT OF CASE 


Patient was sk ‘er and well nourished; age, 60 
years; height, 5 fece 6 inches; weight, 128 pounds. 

Examination of the Abdomen.—Abdomen was slightly 
distended and tympanitic. A rounded mass about th 
size of a small orange was felt in the left upper abdo- 
men over the site of pain, the nature of which was 
at the time undetermined. There was no umbilicus 
There was an apparent exstrophy of the bladder and 
a circular mass three inches in diameter over the pubic 
region, raised about an inch above the surrounding 
skin. Above this mass was a small area of ichthyosis 
and a very few pubic hairs. Urine seeped involuntarily 
through a tiny opening in the lower median portion 
of the mass. This mass was covered with mucous 
menibrane. There was no clitoris, the mucous mem- 
brane covering the mass being continuous down into 
the vagina, which in the recumbent position was di 
rected inward, downward, and backward. The labia 
minora were rudimentary, being one and one-half 
inches long; hard and rounded. The labia majora were 
also rudimentary and widely separated. No abnor- 
mality of the uterus, tubes, or ovaries. There was no 
urethra in the usual position. 

Consultation with Dr. George L. Eaton was had on 
the same day, and a cystoscopic examination decided 
upon. She was admitted to the St. Francis Hospital 
the next day. Under ethylene gas anesthesia the tiny 
opening in the mass was gently dilated and a cysto- 
scope inserted. Catheterization of the ureters was not 
accomplished. On August 5, 20 cubic centimeters of 
a solution of skiodan was injected intravenously, and 
x-ray pietures taken five, fifteen, and thirty minutes 
afterward. 

Skiodan Examination of Kidneys and Ureters.—Fig. 1 
shows film, taken five minutes after injection, and 
reveals complete visualization of the pelvis and calices 
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Fig. 4.—The numbers indicate the following: 1. 
hernia outlined. 2. 
ing through which urine seeped. 4. 


Ventral 
Mass over the pubic region. 3. Open- 
Labia minora. 5. Va- 


gina. 6. Labia majora, 7. Distended ureter. &. Sac-like 


uilatation of ureter. 


of right kidney; also the right ureter. These all show 
a generalized dilatation, dilatation being most marked 
throughout the upper portion of the ureter. In the 
right kidney are two small densities which are appar- 
ently calculi. No visualization noted throughout the 
left kidney and ureter. There are several areas in 
the region of the lower pole which are suggestive of 
calculi. 

Fig. 2 shows film, taken fifteen minutes after injec- 
tion, and shows accentuation throughout the right, 
the ureter being a centimeter in diameter. The bladder 
consists of a small pouch which lies on the right side 
of the pelvis. No visualization of the left. 

Fig. 3 shows film, taken thirty minutes after injec- 
tion, and shows a slight decrease in visualization 
throughout the right with no visualization on the left. 
Sac-like bladder is somewhat accentuated. 

The pelvis reveals a congenital anomaly in which 
there is an entire absence of symphysis. 

She became progressively weaker, suffering intensely 
from nausea and taking very little nourishment. On 
August 23 she was paralyzed on the left side (arm 
and leg) and died at 7:10 a. m. 

Autopsy.—Autopsy was done by Dr. A. M. Moody, 
the findings of which were as follows: A marked 
edema of the brain was noted. Healed tuberculosis at 
apices of both lungs and several scars. Pleural ad- 
hesions on both sides to the chest wall. Right kidney 
very large and congested. No stones were present, 
but a quantity of pus and gravel. Pronounced hydro- 
nephrosis and pyonephrosis; widely dilated ureter, 
which ended as a rounded, elongated sac. There was 
no bladder, the sac-like dilatation of the ureter taking 
its place, and lying entirely on the right side of the 
pelvis. On the left side was a very small kidney, about 
the size of an English walnut, imbedded in a large 
amount of fat and fibrous tissue which held it firmly 
in place and made it very difficult to remove. (This 
was the mass felt on the left side.) There was no 
ureter on the left side. The left kidney probably never 
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functioned. There was a chronic, retrocecal appendix 
with many dense adhesions. Uterus, tubes, and ova- 
ries were normal. There was a small ventral hernia 
just above the mass over the pubic region, in the sac 
of which the omentum was firmly adherent. In the 
wall of the hernia, under the skin; there was some 
scar tissue, although none showed on the surface. This 
must have been the place where the umbilical cord 
was attached. There was a total absence of the pubic 
symphysis, and of the ascending and descending rami 
of the pubis on both sides. 

The cause of death was exstrophy of the blad- 
der, causing ascending ureteritis and pyelonephri- 
tis of right kidney. 

It is remarkable that she had attained the age 
of sixty years with such an ascending infection, 
and also that she could walk with no apparent 
change in gait, although the pelvic girdle 
incomplete. 

422 Medical Building. 
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SACCULAR DILATATION OF SAPHENOUS 
VEIN 


SIMULATING TUMOR OF THE GROIN 


By Dox D. Weaver, M.D. 
Oakland 


Hie following report may be of interest for 

several reasons—first, because of its rare oc- 
currence. Not more than ten or eleven instances 
are found in the literature 1835, when 
soinet ? reported his first case in the medical jour- 
nal of Paris. It is of interest, also, because of the 
fact that with every patient so reported the sur- 
geon has been caught off guard and led to make 
an incorrect preoperative diagnosis.? *° * 

The present case is distinctive because of the 
large size of the mass, and in that it contained a 
solid clot, presenting a hard lump in the groin 
instead of the usual soft swelling, which, in most 
cases, has been mistaken for femoral hernia. 


since 


REPORT OF CASE 


S. M. Age, 54. Entered hospital December 29, be- 
cause of a hard swelling in left groin. Family history 
negative. Personal history negative, except for injury 
ten years ago. 

Patient stated condition began in 1930, when she 
noticed a soft, compressible lump in the left groin. 





Fig. 1.—Sac unopened. 





Fig. 2. 
one side 


Sac split open, probe in vein, clot removed from 


This persisted for three years, but was not painful. 
About a week before she consulted us she noticed that 
the tumor-like growth was becoming larger, harder, 
and was more fixed, and that a dull pain was present. 

Examination—Entirely negative except for a large, 
firm, smooth swelling in the left groin, just distal to 
Poupart’s ligament. The mass projected about 1% to 
2 centimeters above the level of the adjoining surface 
of the thigh. The tumor was circumscribed and mov- 
able in underlying structure. The dome was tense and 
smooth; no pain or palpatation; no fluctuation. Ad- 
joining lymph glands were palpable, but not tender. 

Patient seen in Cancer Clinic on December 30. 
Diagnosis: Tumor of groin. Excision and biopsy were 
advised. 

On January 4 the patient was operated upon, and 
the swelling was found to consist of a large aneurys- 
mal saccular pouch, extending from the saphenous 
vein close to its junction with the femoral. The sac 
was completely filled by a large solid clot, while the 
clot in the vessel lumen gave evidence of being more 
recent. The vein was doubly ligated, both proximal 
and distal to the sac, and was removed. Convales- 
cence was uneventful. 


Pathologic Report (By Dr. Gertrude Moore).— The 
submitted specimen is said to consist of an aneurysmal 
sac from the saphenous vein of the left leg. The distal 
vein measures 2 centimeters in diameter, the proximal 
vein 9 millimeters. Between these two extremities 
there is a sacular dilatation measuring 6x 5x4 centi- 
meters, moderately firm in consistency, somewhat 
fluctuant. There is a little perivascular fat, and ad- 
hesions on the surface. Cut sections through this sac 
show a large mass of fresh and old coagulated blood, 
some of the blood near the epithelial lining under- 
going organization. The wall has a fairly uniform 
measurement of one-half to three-quarters of a milli- 
meter in thickness. The endothelial lining appears 
fairly smooth and consistent throughout. The sac 
could be evacuated of its contents and leaves a fairly 
smooth glistening endothelial lining. It is moderately 
transparent, and the perivascular small vessels can 
be seen on the surface from the internal aspects. 
There is no evidence of rupture seen. 


Diagnosis.—Aneurysmal dilatation of the left saphe- 
nous vein, sacular in type, showing beginning organi- 
zation of the contents. 


COM MENT 


Etiology —Under normal conditions veins are 
subject to many variations both in size and 
location. 

In the veins of both extremities are found 
valves, which also vary in number and location 
and development. They are most numerous in the 
superficial veins of the lower extremity, where 
they prevent back flow and also serve to support 
the column of blood. Incompetency of these 
valves has long been associated with varicose veins 
of the leg. 
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Inasmuch as there are no valves in the vena 
cava and external iliacs, considerable pressure 
could be thrown upon the first portion of the 
saphenous if the valve guarding the opening be- 
tween the saphenous and femoral were incom- 
petent. 

Often the history of injury and the mode of 
onset are helpful in making a diagnosis. 

Diagnosis—These conditions usually present a 
small swelling in the groin closely resembling a 
femoral hernia for which they are often mistaken. 
The swelling frequently disappears on lying down, 
and may give a slight impulse on coughing. The 
swelling is usually softer than that of a hernia, 
and is more easily compressed ; but returns at-once 
when in the erect position or upon relief of pres- 
sure. A thrill may be felt at times. The history 
of the injury and the mode of outset may be valu- 
able in the diagnosis. 

Without a doubt, the diagnosis of this con- 
dition should present no difficulties were it not 
for its rare occurrence. 

400 Twenty-ninth Street. 
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A NEW VAGINAL RETRACTOR * 


By Henry L. Wuite, M.D. 
Red Bluff 


IX placing a new retractor before the profession 

one is reminded that this field is already 
crowded. A few minutes with an instrument cata- 
logue will convince anyone of this. However, and 
notwithstanding the above, I am going to describe 
a new retractor. 

This retractor has been in use in my work for 
about five years. It is on every set-up for “lower 
work,” and in most cases has met all the require- 
ments asked of it. There is no claim made for 
the regular, well-known weighted type of Auvard’s 
vaginal speculum. The attached lateral wings are 
original with me, as far as I know, and these, with 
Auvard’s speculum, make up the described re- 
tractor. 

In operation it is placed in the vaginal vault, 
using a small amount of any sterile lubricant ; this 
after draping and placing a rectal towel, which 


* Read before the Obstetrics and Gynecology Section of 
the California Medical Association at the sixty-second 
annual session, Del Monte, April 24-27, 1933. 
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Fig. 1.—Operator’s view of retractor, showing lock in 
place; lateral retractor blades partly open. 


it holds in place. ‘The wing retractor blades are 
then forced open and locked with the comb lock, 
which drops over two stout pegs. The hinges are 
flat instead of wing nuts, in order to minimize the 
catching of sutures and packs. On one or two 
occasions the comb has dropped; but this has not 
prevented the use of the retractor, because it may 
be held open by lashing the lower pegs together 
with a common suture. I have tried to keep 
ratchets, screw adjustments, and all such gadgets 
out of this retractor because they always slip at the 
critical moment and the instruments so adorned 
end in the bucket. 

The operations which are easily done through 
this retractor are: dilatation and curettements, 
resections of the cervix, anterior colporrhaphies, 
urethral operation involving the anterior vaginal 
wall, and placing of radium. In all these fields 
| believe the retractor is of distinct value. It is 
not naturally adapted to posterior vault work or 
perineorrhaphies. 

Also these operations may be done by one per- 
son, not even using the nurse, | have had numer- 
ous suggestions for change on this retractor, but 
can only answer that I am trying to think how to 
better it and yet keep its simplicity and efficiency. 
I wish to keep it like the wheelbarrow, so simple 
that it is always useful. 





NOTES——CASE REPORTS 








Fig. 2. 
with White’s lateral retractors added. 
shown separately. 


Side view showing Auvard’s posterior retractor 
The comb lock is 


The photographs are descriptive to anyone who 
has done, or does, vaginal surgery. 

This retractor is self-retaining on most cases, 
and if not easily self-retaining requires only a 
slight pressure from a nurse to hold it in place. 
I have held it myself, and operated easily, in those 
cases in which it was not quite self-retaining. 


Doane-Frey-White Clinic, 
737 Washington Street. 


UNUSUAL MASTOIDITIS 


By R. C. McLaucuuin, M.D. 
Los Angeles 


REPORT OF CASE 

M., Jr., age 6, was seen December 13, 1931 at his 

e home. He had an earache on the right side and 
also a temporal headache of the same side, present 
for the past twenty-four hours. An examination of the 
ear drum of the affected side showed it to be normal. 
There was a slight cervical adenitis of the same side. 
Patient complained of a sore throat, which on ex- 
amination proved to be a pharyngitis. Tonsils and 
adenoids had been removed some eight months previ- 
ously. The patient was next seen five days later at 
the office, with little change in his symptoms or com- 
plaint. His temperature was elevated each evening to 
101 to 102 degrees. At intervals of two days his ear 
drum and mastoid region was examined and the tym- 
panic membrane was normal in appearance at all 
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times. There was slight mastoid tenderness on deep 
pressure. Patient was hospitalized December 28, and 
was carefully examined by an internist and consultant 
for some possible cause of his condition elsewhere 
situated. No such cause was found. An x-ray of the 
mastoid showed slight haziness of the cells and loss 
of trabeculae. Blood count revealed a leukocytosis of 
22,000, with the polymorphonuclears predominating to 
the extent of 82 per cent. Urinalysis showed a slight 
trace of albumen, somewhat commensurate with his 
fever. In view of the increased temporal pain, restless- 
ness, and swelling of the cervical glands below the 
mastoid region, it was decided to open the mastoid 
bone. The mastoid cells were found to be soft and 
contained granulation tissue, especially those cells ad- 
jacent to and in the floor of the antrum, The patient 
made a rapid recovery, with a return to normal tem- 
perature in twenty-four hours, and a rapid disappear- 
ance of swollen cervical glands. 


COM MENT 


The most interesting point about this case was 
the lack of middle-ear signs. The normal appear- 
ing drum membrane was rather disconcerting in 
approaching a diagnosis of mastoiditis, and is un- 
usual. Explanations have been offered by different 
men who have experienced similar cases. For in- 
stance, it has been mentioned that inflammatory 
products within the middle-ear cavity may have 
heen absorbed or dispelled through the eusta- 
chian tube into the nasopharynx. The relief of 
pressure within the tympanic cavity may there- 
fore in a few cases come about via the eustachian 
route; and hence no spontaneous rupture of the 
drum membrane or even bulging would be notice- 
able. Adhesions within the aditus might conceiv- 
ably separate the antrum and mastoid cells from 
the tympanic cavity, where absorption of the exu- 
date presents a normal drum membrane as a 
result. 

In a review of the literature it takes but a short 
time to find many otologists reporting somewhat 
similar cases that are classified as unusual, atypi- 
cal, or some other similar heading. It seems un- 
necessary to mention or report their writings and 
names except to note the impressive survey of 
three hundred mastoidectomies of Watson-Wil- 
liams,’ who found fifteen cases without otorrhea, 
eight of which had normal appearing drum mem- 
branes, as revealed by the use of the illuminated 
speculum. 

1200 South Alvarado Street. 
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OPIUM NARCOSIS 
SOME NOTES ON ITS TREATMENT 


By Tuomas W. Batu, M. D 
Reno, Nevada 


I AM not aware of ever having seen a specific and 
certain remedy for opium narcosis. My experi- 

ence in the last ten years is limited to three cases 

all women, and they were so similar in clinical 
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character that a description of the third, which 
occurred last Memorial Day, will serve for the 
three. 

REPORT OF CASE 


Shortly after noon, May 30, the ambulance brought 
into the hospital a woman about twenty-eight years 
of age in complete opium coma. She was found in a 
telephone booth of a leading hotel quite unconscious. 
The unmistakable odor of paregoric was perceptible, 
and confirmed by finding an empty four-ounce bottle 
so labeled near her. 

Paregoric contains, as is known, nearly two grains 
of opium to the ounce, or one-quarter grain of opium 
to the teaspoonful. There was no doubt that this 
woman had not only drank four ounces of paregoric, 
but, as we later learned from her history, she was a 
chronic addict to the drug, and had been, before taking 
this last potion, on a paregoric spree for several days. 
Her condition upon arrival brought the usual restora- 
tive measures, done by the head nurse, such as 
stomach lavage, with saving of the contents, in event 
of death, for the coroner’s findings. Liberal draughts 
of hot strong coffee were administered by mouth, and 
an injection given by bowel. When I saw her at 2 p.m. 
her respirations were five every two minutes, pulse 
slow and moderately strong, and she was completely 
cyanosed. The surface of the body was bathed in 
clammy sweat, and the countenance bore the feature 
of rapidly impending death. Harsh mucous rales could 
be heard all over the room, similar to those of patients 
in the last respiratory stages of hypostatic pneumonia. 


I immediately gave her by vein two ampoules of 
caffein with sodii benzoate, each ampoule containing 
7'/ grains of caffein. In fifteen minutes she received 
two more ampoules of caffein by intramuscular in- 
jection, and an hour later one more by intramuscular 
injection. This made a total of five ampoules, or 37! 
grains of caffein by needle in about two and one-half 
hours. By 4:30 p. m. her respirations were sixteen to 
the minute; the cyanosis disappeared and the death 
rattle of the lungs likewise passed away, and there 
was a beginning of return to consciousness. At 6 p. m. 
the patient was practically normal. 

The two former patients, if I remember, did not 
receive more than three or four ampoules by both 
methods, vein and muscle, but their recovery was 
quicker because they were not addicts and had taken 
opium only at the one time. The last of these patients 
was an addict and evidently had been drinking con- 
siderable paregoric before emptying the last bottle. 
That is our supposition, as we could not elicit a com- 
plete history even after recovery, the patient refusing 
to talk. 

COM MENT 


This last case was so desperate that I wanted 
to be sure and give enough caffein, even if it pro- 
duced an exhilaration. 

My experience with caffein in the poisoning of 
veronal and its compounds is that it does not 
work. In opium poisoning, I believe it is our only 
specific. The ancient tre itment was by flagella- 
tion of the patient. Coffee, strychnin, atropin, 
artificial respiration, galvanic stimulation, | have 
tried and these failed. [ recommend this treat- 
ment with the firm belief that it is a specific for 
opium narcosis, and one assuring a speedy recov- 
ery without other aids. 


Red Cross in California—At the peak of the emer- 
gency relief given to the victims of the Long Beach 
earthquake which visited California last March, 83,000 
persons were being fed daily at thirty-one public sta- 
tions. By proclamation of the Governor of California 
the American Red Cross was designated the official 
relief rehabilitation agency. 
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EARLY DIAGNOSIS OF PREGNANCY 


SAMUEL Hanson, M.D. (1009 Medico-Dental 
suilding, Stockton).—The symptoms and _ signs 
of early pregnancy are very familiar to all. The 
recent introduction of the Aschheim-Zondek hor- 
mone test has, however, made a radical change in 
the problem of diagnosis. A review of the sub- 
ject and a reappraisal of the value of the classi- 
cal symptoms and signs has, therefore, become 
necessary. 

In obtaining the history and in interpreting the 
symptoms of pregnancy, one must first determine 
whether or not circumstances exist which may 
cause the patient to conceal or to misrepresent the 
facts. For example, if there is reason to believe 
that an abortion is sought, a negative history may 
largely have to be discounted. Likewise, in cer- 
tain medico-legal cases, or when pseudocyesis is 
suspected, a positive history should be accepted 
with much skepticism. 

Among the symptoms of early pregnancy cessa- 
tion of menstruation is by far the most important 
one. But it is a well-known fact that amenorrhea 
may be due to numerous causes other than those 
of pregnancy. The most important among these 
are acute and chronic illnesses which undermine 
the general health; particularly tuberculosis and 
conditions resulting in severe secondary anemia. 
endocrine disturbances also play a very impor- 
tant role, especially hypofunction of the anterior 
pituitary, and both hyper- and hypothyroidism. 
Amenorrhea of endocrine origin also occurs dur- 
ing lactation or during the onset of the meno- 
pause. Amenorrhea may also result from various 
miscellaneous causes such as changes in climate, 
or profound psychic disturbances such as fear or 
shock. 

Qn the contrary, vaginal bleeding, which to the 
patient may be indistinguishable from menstru- 
ation, may occur during one or more regular 
monthly periods following conception. Irregular 
bleeding may also occur, which may be due to a 
threatened abortion or to an ectopic pregnancy. 

However, with all due allowances for excep- 
tional conditions, amenorrhea remains the most 
important symptom of early pregnancy, while 
regular monthly vaginal bleeding points strongly 
against the existence of pregnancy. 

Morning nausea is perhaps next in importance 
to amenorrhea as a symptom of pregnancy. It 
occurs in about 30 to 40 per cent of all cases. 
It may appear as early as the second week after 
the first missed period. Nausea and vomiting, may 
of course, be due to conditions other than those of 
pregnancy, such as gastro-intestinal disorders, or 
pathology extrinsic to the gastro-intestinal tract ; 








or it may even result from purely psychic dis- 
turbances. 

Symptoms of lesser frequency and of minor 
importance are those due to nervous instability, 
such as changes in temperament, and the well- 
known peculiar cravings for food. Other symp- 
toms of lesser importance are increased salivation 
and a sensation of fullness and tingling or burn- 
ing in the breasts; also frequency of urination and 
constipation. 

In considering the signs of pregnancy it is pre- 
sumed that the findings are elicited by the hand 
of an experienced examiner. One who performs 
pelvic examinations only occasionally is seldom 
competent in recognizing the early signs of preg- 
nancy, and is even less capable of distinguishing 
such signs from those due to pathologic conditions 
simulating pregnancy. A discriminating sense of 
touch can properly be developed only through con- 
stant practice in bimanual examinations, per- 
formed for gynecologic as well as for obstetric 
conditions. 

Among the clinical signs of early pregnancy the 
one of outstanding importance is softening of the 
isthmus or future lower uterine segment, known 
as Hegar’s sign. The entire uterus and cervix, 
of course, undergo a marked softening, but the 
softening of the isthmus appears earliest, and is 
always more pronounced than that of the fundus 
and cervix. Under favorable circumstances this 
sign can be elicited by bimanual examination as 
early as the second or third week after the first 
missed period; and in the great majority of cases 
it hecomes unmistakable within one or two weeks 
following the second missed period. However, 
under certain conditions, as in cases of obesity, or 
when the codperation of the patient is unsatisfac- 
tory, it may be difficult to recognize this sign until 
a later period. 

Softening of the cervix becomes noticeable one 
or two weeks after Hegar’s sign is first recog- 
nizable. The cervix of the nonpregnant state is 
almost of cartilagenous consistency. During preg- 
nancy it undergoes a marked softening, approach- 
ing the consistency of the surrounding soft tissues 
(Goodell’s sign). At the same time there is a 
rapid growth in the body of the uterus, so that 
within one or two weeks after the second missed 
period it attains approximately twice its ordinary 
size. Closely associated with the growth in size 
there is a uniform softening of the uterus; the 
organ becoming of cystic consistency and of 
spherical contour by the time the third menstrual 
period is missed. 

At the end of the third month of pregnancy 
a generalized bluish discoloration of the vaginal 
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mucosa and cervix becomes noticeable in most 
This is generally referred to as Jacquemin’s 
1x Chadwick’s sign. At this stage of pregnancy, 
intermittent painless contractions of the uterus 
also begin to appear ( Braxton-Hicks sign). 


cases. 


The above description of the symptoms and 
signs of early pregnancy applies only to the nor- 
mal, uncomplicé ated condition of the pelvic organs. 
There is an endless variety of possible coexisting 
pathologic conditions which may modify or mask 
one or more of the important signs, Conversely, 
there are many pathologic conditions which may 
present signs indistinguishable from those of preg- 
nancy. Space does not permit a discussion of 
more than a few of the more important of these 
complicating conditions. 

Hegar’s sign may be modified by a distortion 
or an induration of the lower uterine segment 
due to the presence of a fibroid in the isthmus. 
\ coexisting pregnancy may, therefore, be over- 
looked. On the other hand, the presence of a 
fibroid or other neoplasm in the fundus, associated 
with a sharp retroflexion, may result in a marked 
passive congestion, and considerable softening of 
the isthmus, which may lead to a wrong diagnosis 
of pregnancy. 

Goodell’s sign, softening and enlargement of 
the fundus, and cyanosis of the mucosa, are even 
more apt to be simulated by, conditions other than 
those of pregnancy. Vibroids and other uterine 
neoplasms, or even pelvic conditions of inflam- 
matory origin which cause pelvic congestion, may 
produce all of these signs. With fibroids or other 
new growths there is, howe ver, usually an indura- 
tion rather than a softening, and even in cases 
of cystic degeneration the softening is limited to 
definitely circumscribed areas and lacks the uni- 
formity characteristic of pregnancy. 

Softening and enlargement of the uterus, which 
sometimes occur in pelvic inflammatory disease, 
are usually associated with pain, tenderness, ad- 
nexal thickening, and fixation of organs. The 
same is true of tubal pregnancy. 

Subinvolution, which often persists for months 
after an abortion or a puerperal infection, may 
mimic very closely the softening and enlargement 
of the normal pregnant uterus. The same may be 
said of the findings in a hematometra or in a 
pyometra, On the “other hand, a pregnancy in an 
incarcerated retroflexed uterus thay be confused 
with a pelvic hematocele or a chronic pelvic 
abscess. 

Pathologic conditions of the adnexa, particu- 
larly a cystic ovary or a hydrosalpinx located in 
the anterior or in the posterior cul-de-sac may 
easily be mistaken for a pregnant uterus, unless 
a careful search is made for the relatively small 
displaced hard uterus. Even a full bladder in an 
obese or poorly coOperative patient may be con- 
fused with a two or three months’ pregnancy. 

The remaining signs of early pregnancy are 
less constant and less characteristic. Among these 
may be mentioned the breast signs, which con- 
sist of a uniform enlargement of both breasts, a 

hypertrophy of the tubercles of Montgomery, an 
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increased pigmentation of the primary and _ sec- 
ondary areolae, and a secretion of collostrum. 
Another of the signs of minor importance is pig- 
mentation of the face, the so-called “mask of 
pregnancy.’ 

Of the many laboratory tests proposed, the 
Aschheim-Zondek hormone test is the only one 
which has gained universal recognition as a de- 
pendable sign of pregnancy. Its value is particu- 
larly great when a diagnosis must be made early 
in pregnancy—during the second or third week 
after the first missed period, since at this early 
stage Hegar’s sign is still negative or doubtful in 
most cases. The hormone test may ie prove to 
be of material assistance later in pregnancy, in 
the differential diagnosis of surgical conditions 
of the abdomen, particularly under circumstances 
where the history is atypical or unreliable, or 
when the important signs are not definitely posi- 
tive. Under ordinary circumstances, ‘however, it 
should seldom be necessary to resort to the hor- 
mone test after the second month, since at this 
stage of pregnancy the symptoms are usually un- 
mistakable and the signs are strongly positive. 

Needless to state, a diagnosis of pregnancy 
should never be made on the basis of the labora- 
tory report exclusively. The physician should 
rather make a serious attempt ms arrive at a diag- 
nosis on the basis of clinical evidence alone, 
the laboratory test involves loss of time, is an 
added expense to the patient, and, most impor- 
tant of all, it is not infallible. Furthermore, the 
clinician must study symptoms and signs for the 
sake of his own mental discipline, since too quick 
an acceptance of a ready-made diagnosis handed 
down from the laboratory inevitably tends to im- 
pair his diagnostic acumen. 


since 


* * * 


Epwarp N. ewer, M.D. (251 Moss Avenue, 
Oakland).— A_ fertilized ovum lodged in the 
uterine tube may rupture when but ten or fifteen 
days old. The next menstruation may be a few 
days overdue, or there may be no period of 
amenorrhea before the rupture. Such a condition 
would be impossible of diagnosis in advance of 
the accident. So, in some cases, it is evident that 
‘early diagnosis” resolves itself into the interpre- 
tation of a sudden abdominal crisis of major 
proportions. 

Fortunately, the behavior of the misplaced 
ovum, in the majority of cases, is such that its 
presence can be determined before the danger 
stage is reached. Attention may be attracted by 
some of the usual symptoms of early pregnancy, 
but they do not correlate true to form. One month 
amenorrhea is noted in about 60 per cent; nausea, 
pain or tingling in the breasts with colostrum in 
about 15 per cent; softening of cervix, but not 
Hegar’s sign, occasionally; and cyanosis of the 
vaginal mucosa occasionally. If pronounced, most 
of these signs indicate intra- rather than extra- 
uterine pregnancy. Increased anteflexion of the 
uterus, with slight enlargement not commensurate 
with the stage of pregnancy, is often found. 
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lLorrinez suggested in 1928 that a uterine ges- 
tational enlargement could be differentiated, if 
easily palpable, by the intravenous injection of 
small amounts of posterior pituitary extract, and 
noting bimanually the immediate contraction of 
the organ. 

The studies of many case series show that about 
one-third of the patients had had pelvic oper- 
ations, and the same number gave a history of 
pelvic infections, usually of mild degree. 

The first symptoms of direct diagnostic impor- 
tance occur when some disturbance begins in or 
about the aberrant gestation sac. The beginning 
of tubal abortion, or slight rupture with seepage 
of blood into the peritoneal cavity, causes pain 
and usually the beginning of the well-known men- 
strual irregularities. These two symptoms—pain 
and uterine bleeding—are often coincident. They 
are both subject to remissions. The pain is severe, 
moderate or slight, and is described as colicky in 
over one-half, lancinating in one-third, and aching 
in the rest of the cases. 

The bleeding, as a rule, is less profuse than in 
the abortion of an intra-uterine pregnancy, and 
the blood is not so bright. It is usually of 
brownish viscid character. Shreds of decidua may 
be found in the discharge, but whole uterine casts 
gencrally only follow sudden complete rupture 
or operation upon the tube. Casts or large por- 
tions of decidua are not often discovered. 

If a curettage is done under the belief that 
uterine abortion is taking place, decidua may or 
may not be found. Many investigators state that 
its formation in the uterus is not constant. If 
decidua without villi is secured by curettage or 
in the discharge, it is of diagnostic importance. 
Of course, if villi are found, it is assumed that 
an ovum must have been implanted in the uterus. 

If the bleeding has been sufficient to warrant 
the belief that an intra-uterine ovum if present 
is disrupted, many countenance diagnostic curet- 
tage. Especially may this be agreed to if at the 
same time a suspicious noninflammatory mass in 
the pelvis can be palpated, and preparations are 
made to follow with abdominal section if ovum 
tissue is not found. 


A mass not palpable before interruption may 
often be sufficiently swollen by bleeding in and 
gl it to be palpable thereafter. The mass is 
likely to be boggy, movable, and not markedly 
a 

Many curettements in the presence of extra- 
uterine pregnancies have been done in the belief 
that the bleeding was due to incomplete uterine 
abortions ; and through negligence in not securing 
proper laboratory identification of the tissue, tubal 
pregnancy has been allowed to progress till frank 
rupture had occurred. All tissue removed should 
be examined for villi, if the supposed ovum is 
not grossly and with certainty identifiable. 

After such curettage has been done the pain 
continues or reappears, bleeding will soon recur, 
and careful palpation will then disclose the tubal 
mass which was not discernible at the time of the 
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curettage. The writer has seen two such cases in 
which it was thought the palpable mass was tubal 
inflammatory reaction caused by the curettage. 
Blood sedimentation tests eliminated that fear in 
each instance. 

In view of the frequency of tubal inflammation 
in the history of these patients, it is not perhaps 
surprising to note in hospital statistics the fre- 
quency of the admission diagnosis of acute salpin- 
gitis. The next most frequent mistake in diagnosis 
seems to be incomplete abortion. Twisted pedicle 
ovarian cysts are sometimes confusing and, like 
tubal pregnancies, they present slow “sedimenta- 
tion rates. They may also be attended by vomit- 
ing, rapid pulse, and shock. Time is a factor in 
evaluating sedimentation rates and neglected cysts 
becoming infected, and old degenerating hemato- 
celes may be attended with rapid rates, as in 
salpingitis. 

The leukocyte count is generally considered of 
no importance. It may be as low as 5,000 or as 
high as 40,000. Fever is not common in early 
cases. 

Along with or after the appearance of the con- 
ditions described come the symptoms associated 
with internal hemorrhage. They depend in se- 
verity upon the amount and suddenness of the 
hemorrhage. They are pain, moderate to severe, 
often sudden in onset, fainine ss, shock or coll: apse, 
thready rapid pulse, pallor, and air hunger. Faint- 
ness is an important symptom and is present in 
some degree in every case. Shoulder or chest pain 
(Lafont sign), a reflex from subdiaphragmatic 
peritoneal irritation by the blood, is said to be 
present in 10 per cent of the cases, and indicates 
free bleeding. The amidopyrin test for internal 
hemorrhage is described as positive in over 90 per 
cent of the cases. Aspiration of the pouch of 
Douglas through the vaginal vault is compara- 
tively safe, but many prefer a more thorough and 
certain exploration through a colpotomy opening. 
In the latter case, where blood is found, it is ad- 
visable to stitch the opening to prevent infection, 
and treat through an abdominal section. 

In tubal abortion, or even tubal rupture, the 
amount of blood may be small; but its presence 
invariably causes faintness and pain. 

A typical case of tubal abortion, in contrast to 
the fulminant or so-called “tragic” condition men- 
tioned at the beginning of this discussion, oc- 
curred as follows: A woman of twenty-five, who 
had missed a period by a few days, felt suddenly 
faint upon attempting to get out of bed. She 
walked across the room, complained of pain in 
the. lower abdomen, lay down upon a couch and 
remained there several hours. The faintness soon 
disappeared ; but the pain, while less severe, con- 
tinued. Her physician was finally called, tubal 
pregnancy was diagnosed and, upon operation, a 
small ovum was found protruding from the tubal 
ampulla, and an ounce or two of small clots were 
present in the pelvis. Early diagnosis and treat- 
ment possibly forestalled further and more danger- 
ous bleeding. 
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Summary. 

1. The first symptoms are due to some disturb- 
ance of the growing ovum in the tube. They 
are faintness, pain, and irregular, usually scanty, 
uterine bleeding. 

The history often discloses previous pelvic 
inflammatory disease or lower abdomen operative 
procedures. 

There is a history of at least one missed 
menstruation in over half the cases. Other early 
symptoms of pregnancy are quite unreliable. 

Tubal pregnancies are often confused with 
tubal inflammations and uterine abortions. Sedi- 
mentation tests will identify the former, and tissue 
examinations the latter. 

5. Pulse, blood pressure and temperature 
changes are not early phenomena. 

6. When internal hemorrhage is suspected, the 
amidopyrin urine test and aspiration of the cul-de- 
sac may be valuable. 

7. Most palpable noninflammatory masses in 
the pelvis call for laparotomy. Especially is this 
true both for diagnostic and treatment purposes 
when such masses are associated with signs of 
ectopic pregnancy. 


Apotpi W. Kosky, M.D. (704 Bay Cities 
Building, Santa Monica).—With the perfection 
of the Aschheim-Zondek pregnancy test and its 
modifications, determination of the gravid state 
has become very much simplified. 

However, there are still some points of differ- 
ential diagnosis which one must take into account. 
Furthermore, in this question, as in others, we 
must not lose sight of the clinical side of medi- 
cine, even though our laboratory aids have become 
of great importance and value. 

Probably the most common source of confusion 
in the early diagnosis of pregnancy results from 
the presence of uterine myomata of the interstitial 
or submucous variety. Usually the regular recur- 
rence of menstruation or the presence of menor- 
rhagia helps to decide the diagnosis of a neoplasm. 
The uterine tumor is harder and firmer in con- 
sistency; its growth is slower and Hegar’s sign 
is absent. 

If pregnancy exists concomitantly with a my- 
oma, then frequently a positive diagnosis can only 
he made through one of the laboratory tests. 

I:xtra-uterine pregnancy may he difficult to 
differentiate from intra-uterine pregnancy, with 
threatened abortion. The laboratory tests give the 
same results in both instances: positive if fetal 
life still persists, and negative if death has super- 
vened within eight or ten days previous to the time 
of making the test. 

Where history and physical examination do not 
make the diagnosis clear, I believe that one is 
justified in exploring the uterine cavity first. Its 
contents should indicate the presence or absence 
of gestation elements, and thus make the diagnosis 
sure, 
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An ovarian cystoma may prove puzzling, al- 
though on careful examination the uterine fundus 
may be found displaced in some direction and the 
tumor is found in one of the lower lateral quad- 
rants; it also is more fluctuating than is the gravid 
uterus, 

A large ovarian cyst may also be confused with 
a polyhydramnios, but the absence of fetal move- 
ments and heart tones should make the diagnosis 
clear. 

Malignant diseases commencing in the cervix 
may be mistaken for pregnancy, although the early 
changes which take place in the cervix, the de- 
velopment of a foul, bloody discharge, and the 
characteristic systemic symptoms of malignancy 
should establish the diagnosis. A uterine sarcoma 
is also most difficult to differentiate, because of 
the symmetrical enlargement of the uterus and the 
amenorrhea which it produces. 

A prolapsed kidney or spleen may simulate a 
pregnancy until the prok ipsed organ is replaced 
and the outline of the uterus is palpated bimanu- 
ally. 

Sometimes difficulty arises in differentiating 
between ascites and pregnancy with excessive 
amniotic fluid. Also tuberculous peritonitis, with 
encysted fluid, may give findings similar to amni- 
otic fluid. Here again, careful history of the case 
and failure to recognize fetal heart sounds and 
movements help establish the diagnosis. 

During the early months, pregnancy must also 
be distinguished from hematometra, pelvic inflam- 
matory swellings of the ovaries and broad liga- 
ments, as well as exudates of an inflammatory 
nature; also from pyometra, cystic and solid tu- 
mors of the adnexal regions and chronic metritis. 


* * * 


GertrupdeE Moore, M.D. (2404 Broadway, Oak- 
land ).—For centuries scientists have searched for 
a satisfactory, practical laboratory method for the 
early diagnosis of pregnancy, with naught but 
failure until the development of the hormone test 
now in common use. This test is based upon the 
facts that the anterior pituitary increases in size 
and functional capacity during pregnancy, and 
that the abundance of hormone so produced is ¢x- 
creted in sufficient concentration in the urine to 
produce, properly selected animals a maturing 
of the Graafian follicle, ovulation, and luteiniza- 
tion. 

In order that any test for pregnancy be accept- 
able in practice, it must be universally present in 
this condition, and must not exist in other common 
conditions; or if it does so exist, these conditions 
must be easily differentiated from pregnancy, or 
be so rare as to be inconsequential. A review of 
the literature shows that the test lives up to this 
high standard, for in the hands of numerous 
workers, over a period of years, it has given an 
accuracy of from 95 to 99 per cent. This is a 
splendid. showing indeed, and attests the fact that 
it is built on a sound scientific premise; but it is 


a biologic test, and by the very nature of things 


cannot be 100 per cent perfect. 
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Its usefulness in the hands of the practicing 
physician depends upon a clear understanding of 
its fallacies, and a knowledge of the conditions 
under which false negatives or false positives may 
he obtained. False negatives may be divided etio- 
logically into two main groups: (1) biologic faults 
in the patients, and (2) errors in technique. Bio- 
logic faults in the patient fall, naturally, into two 
classes—those conditions in which the hormone is 
not produced in sufficient quantity to give a posi- 
tive test, and those in which a hormone produced 
in adequate quantity is not excreted in concen- 
trated form. 

It is well known that anterior pituitary hyper- 
activity begins very early in pregnancy, as soon 
as the ovum is implanted, but the time required 
to reach a high concentration varies in different 
individuals and, in our experience, does not reach 
a satisfactory high level before the end of the 
fourth week of pregnancy. We realize that the 
literature tells us that the test should be posi- 
tive at the first missed menstrual period, but in 
this our experiences differ from those of other 
workers. 

It is quite evident that an inactive or pathologic 
pituitary may be so inadequate as to give a false 
negative test. Such an endocrine disturbance may 
he limited to the pituitary, or it may involve the 
entire endocrine chain. If this occurs, thyroid 
dysfunction commonly predominates the picture, 
and pathology of the anterior pituitary is made 
out only upon careful study. Frequently patients 
are encountered with clinical evidences of endo- 
crine pathology, either purely pituitary or poly- 
glandular in type, who, though pregnant, fail to 
give positive tests until the pregnancy is far 
advanced. 

Lack of concentration of the hormone in the 
urine is, in the main, due to kidney dysfunction. 
It is common practice to use as the test specimen 
the first urine of the morning—that is, the con- 
centrated night urine—for the reason that the 
hormone must be present in a fairly high degree 
of concentration. Patients who are suffering from 
kidney disturbances, and are therefore unable to 
concentrate their urine, will present us with speci- 
mens wholly inadequate. Likewise, it must be 
remembered in this connection that certain indi- 
viduals have a high kidney threshold for the hor- 
mone, and it is not excreted in a form sufficiently 
concentrated to induce the ovarian changes in the 
rabbits until late in the pregnancy. 

The only errors in technique of interest to the 
clinician are those related to the details of ob- 
taining and handling the specimens. It is a well- 
known fact that urines which contain sufficient 
hormone to give positive findings will become 
inactive in this particular if allowed to stand at 
a moderately high temperature for a few hours, 
and a false negative finding may result. It is 
necessary, therefore, that the urine reach the lab- 
oratory as soon after voiding as possible, or if 
this is impossible, that it be chilled promptly and 

so kept until it is delivered to the laboratory. It is 


BEDSIDE MEDICINE 339 


quite important to be sure that the urine is the 
urine of the patient in question, especially if there 
is any medico-legal problem under consideration. 

While false negatives are distressing enough, 
false positives are of much graver significance and 
would render the test valueless if they occurred ; 
but they do not worry the laboratory worker for 
the reason that there is only one group of con- 
ditions which may cause confusion, and_ this 
group, as will be seen later, may be differentiated 
from normal pregnancy. There are, however, a 
few conditions which must be mentioned for com- 
pleteness, and which may confuse us if we are 
not aware of them. 

l‘irst, patients transfused with the blood of 
pregnant women will give a positive reaction in 
from two to twenty hours. While this is an inter- 
esting phenomenon, it is of no practical impor- 
tance for the reason that pregnant women are not 
commonly used as donors, and women who have 
recently received transfusions are not commonly 
immediately subjected to tests for pregnancy. 
Second, patients receiving anterior pituitary hor- 
mone injections will give positive findings, but 
this, of course, is not important for the reason 
that the physician administering the hormone will 
not undertake a test to determine its presence. 
Third, it is said that occasionally false positives 
occur at the menopause, due to the vigorous at- 
tempt on the part of the pituitary to stimulate a 
dying ovary. While the pituitary is particularly 
active under these conditions, it does not produce 
hormone in sufficient quantity or type to give 
reactions which are confusing in the hands of 
competent workers. Fourth, we come to the only 
group of conditions which gives true false posi- 
tive reactions. They are hydatidiform mole and 
chorio-epithelioma. But these two conditions give 
some clinical evidence of their presence and, when 
suspected, they may be differentiated from normal 
pregnancies by the dilution test. For it is a well- 
known fact that the hormone exists in these con- 
ditions in a concentration of from ten to fifty 
times that found in normal pregnancy. 


Summary. 


1. Do not attempt the test until pregnancy is 
from four to six weeks old, unless there is some 
such urgent need as a suspected ectopic gestation. 

2. If the test is negative and conditions war- 
rant, repeat in one or two weeks. A somewhat 
longer period would be allowed in cases of endo- 
crine dysfunction. 

3. Be sure that the urine is the concentrated 
night specimen, submitted fresh, and that it is the 
urine of the patient. 

4. Be sure that the patient is receiving no an- 
terior pituitary hormone injections. 

5. If there is any evidence of chorio-epithelioma 
or hydatidiform mole, titer the urine. 

6. Be sure that the test animals are sufficiently 
mature to permit of stimulation, that they have 
been kept in isolation for a period of thirty days, 
and that more than one animal is used for each 


test. 
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FEDERAL EMERGENCY RELIEF ADMINIS- 
TRATION—CALIFORNIA MEDICAL 
ASSOCIATION CO6PERATION 

The Problem of the Federal Emergency Relief 
Administration, — The large number of citizens 
who have been unemployed for such long periods 
that their financial resources are today practically 
nil, during the last year has become so serious 
a matter to both state and local governments 
that the Federal Emergency Relief Administra- 
tion has found it necessary to take an active part 
in handling the situation, 

The Federal Government has decreed that its 
moneys, when provided for unemployment relief 
by state and local committees, may also be used 
for medical relief, subject to certain principles 
and rules to be drafted for each commonwealth 
through its state emergency relief administrator. 
The new federal rules make it possible to give 
professional services in medicine and surgery to 
unemployed persons, in their homes, just as if 
they were patients, in private practice, who called 
in their own physicians and themselves paid for 
the professional services rendered. 

Nature of the Federal Medical Relief to Un- 
employed Citizens—It must be remembered that 


* Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
which follows. 
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what is here commented upon is home care, not 
hospitalization, and of special interest are the Sep- 
tember rules of the Federal Emergency Relief 
Administration set forth under its “Policy,” con- 
taining the following important paragraphs : ' 

1. Policy—A uniform policy with regard to the pro- 
vision of medical, nursing, and dental care for indigent 
persons in their homes shall be made the basis of an 
agreement between the relief administration and the 
organized medical, nursing, and dental professions, 
state and/or local. The essence of such a policy 
should be: 

(a) An agreement by the relief administration to 
recognize within legal and economic limitations the 
traditional family and family-physician relationship in 
the authorization of medical care for indigent persons 
in their homes; the traditional physician-nurse rela- 
tionship in the authorization of bedside nursing care; 
the traditional dentist-patient relationship in the au- 
thorization of emergency dental care; and 

(b) An agreement by the physician, nurse (or nurs- 
ing organization) and dentist to furnish the same type 
of service to an indigent person as would be rendered 
to a private patient, but that such authorized service 
shall be a minimum consistent with good professional 
judgment and shall be charged for at an agreed rate 
which makes due allowance for the conservation of 
relief funds. 

The common aim should be the provision of good 
medical service at a low cost—to the mutual benefit 
of indigent patient, physician, nurse, dentist, and tax 
payer. ... oe a to 
Medical Association 
Codperated.—In California the State Emergency 
Relief Administrator, Mr. R. C. Branion, has 
already held a number of conferences with repre- 
sentatives of the California Medical Association, 
and with their co6peration worked out a plan of 
operation, As a further result, at a meeting 
of the Executive Committee on August 19, Dr. 
T. Henshaw Kelly, chairman of the Association 
Council, submitted a plan and rules for use in 
California; and the Council, at its meeting in Los 
Angeles on September 30, 1933, approved the 
same. This plan, as outlined under Item 3 of the 
minutes of August 19, is printed in the Miscellany 
department of this issue (page 358). 

The drafting of these rules meant much work 
for those officers of the California Medical .\s- 
sockation who had the matter in hand. An earnest 
effort was made to visualize all aspects of the 
needs of the unemployed who were sick, and by 
the establishment of mutual and harmonious rela- 
tions and codperation with the Department of 
the California Relief Administrator, Mr. R. C. 
Branion, to provide them with adequate medical 
care. 


How the California Fas 


COUNTY HEALTH AND INSTITUTIONS 
COMMISSIONS—SANTA CLARA’S 
EXAMPLE 


The Value of an Institutions Commission.— 
In Santa Clara County a new charter has been 
under consideration by a duly elected Board of 
Freeholders. Alert to its responsibilities, the Santa 
Clara County Medical Society, in codperation with 
social workers and nurses’ organizations, recently 
held a meeting at San Jose, to which the members 

7 For the basic rules and regulations governing medical 
care provided in the home to recipients of unemployment 


relief, see ooee = the American Medical Association, 
September 23, 1933, page 1026. 
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of the board were invited, and at which addresses 
were made on the problem of the care of the sick 
who were also indigent. The meeting was held 
upon the suggestion of President Reinle, who, 
with other officers of the California Medical As- 
sociation who were present, spoke on the topics 
under consideration. 

The Bulletin of the Santa Clara County Society 
printed the proceedings of that meeting. Dr. 
senjamin W. Black, Director of Public Institu- 
tions of Alameda County, discussed at some 
length a few of the problems which arise in the 
care of the indigent sick; and he very properly 
called attention to the value of the Alameda 
County Institutions Commission. 

Practically every county of California of any 
considerable population could profit from the 
establishment of such an institutions commission, 
one of the primary objects of which is (as regards 
institutions and administrative departments hav- 
ing to do with the indigent) to eliminate as far 
as possible those political influences in charitable 
and public welfare work which, as experience has 
amply shown, nearly always act in deleterious 
fashion, That there is an Alameda County Insti- 
tutions Commission is largely due to an ex- 
president of the California Medical Association, 
Dr. O. D. Hamlin of Oakland, who years ago 
worked with might and main to bring what was 
then a new plan of organization into existence. 
His wise forethought has been more than justified 
by the accumulating evidence of each additional 
year’s experience with the Alameda County Insti- 
tutions Commission. 

* * * 


The Santa Clara County Medical Society Has 
Set an Excellent Example —The members of the 
Santa Clara County Medical Society are to be 
congratulated, therefore, for the steps they have 
taken to give their own Board of Freeholders that 
information which is so essential, if the best possi- 
ble set-up for medical and public welfare work is 
to be provided in the new county charter. It is our 
belief that provision for a County Health and 
Institutions Commission is most worthy of inser- 
tion therein. 

The Santa Clara County Committee on Medical 
Sections of the County Charter, having devoted 
much thought to the subject, has made a tentative 
draft of the sections which would provide for 
a county health and institutions commission. This 
seems to have been carefully drawn and should 
have suggestive value for other counties which 
may wish to take up a study of an institutions 
commission plan. For those who wish to learn 
more concerning this Alameda Institutions Com- 
mission plan, it may be stated that comment has 
been previously made thereon in CALIFORNIA AND 
WESTERN MEDICINE.* 

* * * 


Tentative Draft of the Institutions Commission 
Sections.—Because of the importance of the sub- 
ject, the tentative outline which has been sug- 
gested for Santa Clara is printed below: 


* Vol. 37, No. 5, pp. 330, 354 (November). 1932. 
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COUNTY HEALTH AND INSTITUTIONS COMMISSION 


Section 1. Health and Institutions Commission.—There 
is hereby created a County Health and Institutions 
Commission consisting of seven members, all of whom 
shall be bona fide residents of Santa Clara County. 
The Commission of Health and Institutions shall con- 
sist of two regularly licensed and practicing phy- 
sicians, one duly licensed and practicing dentist, the 
County Executive (Manager), who shall act as chair- 
man of the Commission, the County Superintendent 
of Schools, and two other members not members of 
the medical or dental profession. 


The medical and dental members of said Com- 
mission shall be selected in the following manner: 
The Board of Supervisors shall, by resolution, request 
the Santa Clara County Medical Society to certify to 
the Board, the names of four or more physicians who 
are specially fitted by education and experience for the 
duties devolving upon said Commission, and the Board 
of Supervisors shall appoint two of the physicians so 
certified, as members of said Commission. 

And likewise the Board of Supervisors shall request 
the Santa Clara County Dental Society to certify to 
the Board, the names of two or more dentists who are 
specially qualified by education and experience for 
duties devolving upon said Commission, and the Board 
of Supervisors shall appoint one of said dentists so 
certified as one of the members of the Commission. 

Should either of said societies refuse or neglect for 
a period of thirty-five (35) days after a request to 
certify names, the Board of Supervisors shall appoint 
the medical or dental members of the said County 
Health and Institutions Commission, as the case may 
be, from the regular practitioners of such profession 
in Santa Clara County. 

The two laymen members shall be electors of the 
county and shall be selected annually by the other 
members of the Commission; one shall be from the 
first supervisor district, and one from the fifth super- 
visor district. 

The term of office of the medical and dental mem- 
bers of the County Health Institutions Commission 
shall be for three years from and after the date of 
appointment and qualification, provided, however, that 
the term of office of the medical and dental members 
first appointed shall be determined by lot so that 
one thereof shall retire in one year, one in two years, 
and one at the end of the third year. 

Should a vacancy occur in the County Health and 
Institutions Commission, the same shall be filled in 
the manner herein provided for appointment to the 
Commission in the first instance. 

Said Commission shall serve without compensation. 

Section 2. The County Health and _ Institutions 
Commission shall have the responsibility for all activi- 
ties pertaining to health, sanitation, treatment of indi- 
gent sick, and such other allied medical activities as 
may be assigned to them by the Board of Supervisors 
in Santa Clara County, or by general law. They shall 
have power to enforce such rules and regulations 
governing the conduct of their department through the 
Director of Health and Institutions as may be deter- 
mined for the efficient operation of the department. 

The said Commission shall determine the services 
to be rendered to the indigent sick and dependent poor 
of Santa Clara County and shall establish and main- 
tain such hospitals, clinics, and other services, includ- 
ing the establishment of homes and home service, or 
other places for custodial or clinic care as may be 
required on the part of Santa Clara County for the 
purpose of carrying out the provisions of this article. 
They shall make rules for the admission of patients 
and cover the care of such cases who may be entitled 
to receive medical aid, including medical services, den- 
tal services, prosthetic appliances necessary for the 
treatment of the sick and such other services as need 
be rendered by the county of Santa Clara. 

Said Commission shall establish a County Health 
Department and shall make rules and regulations to 
permit adequate disease prevention and the promotion 
of public health within the boundaries of said county, 






























and shall be empowered to correlate and cordinate all 
agencies engaged in such work in Santa Clara County, 
including public, private, and semiofficial agencies. 

The Commission shall assume the responsibility for 
the expenditure of all funds appropriated or allocated 
by the county of Santa Clara for all medical and 
dental services required on behalf of such county and 
for the prevention and control of disease and for the 
promotion of public health, and shall administer such 
funds as may be entrusted to their care on the behalf 
of the county of Santa Clara, to carry out the neces- 
sary functions of said Commission. 

The Commission shall be vested with such powers 
and functions and shall perform such duties as now 
or hereafter may be vested in and conferred upon 
them by the general law or ordinance of the Soard 
of Supervisors. The action of said Commission at any 
time shall be made a matter of record for the guidance 
of the Director of Health and Institutions. 

Section 3. Director of Health and Institutions —The 
County Manager (executive) shall, upon the recom- 
mendation of the Commission of Health and Institu- 
tions, appoint a Director of Health and Institutions. 
Said director shall be a regularly licensed physician 
and surgeon in the state of California and he shall 
have served as a physician and surgeon for sufficient 
time to justify the conclusion that he is professionally 
qualified to hold such position. He shall be deemed 
to have executive ability and satisfactory public health 
training or experience sufficient to supervise the De- 
partment of Health and Institutions. He shall devote 
his full time to his duties and shall have direct super- 
vision over the department under the general direction 
of the Health and Institutions Commission. He shall 
serve as executive officer of said Commission and shall 
have the power to appoint, suspend or remove any 
person in his department subject to the approval or 
review of the Health and Institutions Commission. 

He shall, upon the recommendation of the Com- 
mission, create such positions and offices and establish 
the basic salary to be paid to the persons holding such 
positions throughout the entire organization. He shall 
be empowered to establish such agencies and depart- 
ments in order that the function established by law 
may be properly carried out. 

He shall act as county health officer and shall have 
immediate supervision of the work of all health, sani- 
tation, and other activities which the county has or 
may hereafter establish. 

He shall, with the approval of the Health and Insti- 
tutions Commission, carry out any contracts with any 
municipalities within the county which at present exist 
through contract or by consolidation. He shall, with 
the approval of the Commission, be empowered to 
make contracts with municipalities and other govern- 
mental agencies in order to carry out the efficient 
operation of the Health Department. 

The Director of Health shall be vested with such 
other powers and functions and shall perform such 
other duties as now are, or hereafter shall be conferred 
upon him by general law or ordinance of the Board of 
Supervisors. 

Section 4. County Hospital_—The Santa Clara County 
Hospital and other similar institutions operated by 
Santa Clara County shall be maintained for indigents 
only with such changes in function and organization 

may be required and determined upon by the 
Commission. 

The superintendent or medical director shall give 
full time to his duties, and shall have immediate ad- 
ministrative supervision over the hospital and all its 
services and such additional duties as may be assigned 
to him which may require medical supervision as may 
be determined by the Director of Health and Insti- 
tutions. 

Section 5. Social Service. The Health and Institu- 
tions Commission is empowered to create and estab- 
lish a social service department, the functions of which 
shall be directly the responsibility of the Director of 
Health and Institutions. This department will gener- 
ally assume the responsibility of making proper and 
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adequate social investigations of all applicants for 
county care, whether in hospital, clinics, in the home 
or in such other institutions or places where indigent 
sick may be cared for by Santa Clara County. 


SUPERIOR COURT DECIDES AGAINST PAY 
PATIENTS IN COUNTY HOSPITALS 


County Hospitals Not Originally Intended for 
Pay Patients —Several years ago a few county 
hospitals in California began to admit pay pa- 
tients, in spite of the fact that the state law under 
which county hospitals are organized and main- 
tained seemed plainly to indicate that these were 
institutions primarily intended for and limited to 
the indigent sick. Supervisors who had sanctioned 
such procedures, having committed themselves to 
such a line of action (not altogether displeas- 
ing, from certain political standpoints), appeared 
somewhat indifferent when the wording of the 
state law was called to their attention. In one or 
two counties these admissions of patients, pre- 
sumably not legally eligible, took on very serious 
phases. Kern was one of the counties where the 
abuse was especially in evidence, culminating, 
finally, in a court action to determine what was 
the intent of the law. 


* * * 


The October Decision of Superior Judge Van 
Zante,—Just as the copy for the November Cati- 
FORNIA AND WESTERN MEDICINE is about to go 
forward to the printer, we are informed. that 
Judge Van Zante of Kings County, sitting in the 
Superior Court of Kern County, has handed down 
a decision enjoining the Kern County Board of 
Supervisors from allowing pay patients (that is, 
non-indigents ) to be admitted to the General 
Hospital of their county. 

This is a most important decision, in which the 
medical profession is keenly interested. The issue 
in Kern County was brought to a head through 
the action of ten members of the medical pro- 
fession who signed a complaint in which an in- 
junction was sought to prevent what was claimed 
to be an illegal action of the Board of Supervisors. 
‘To secure an impartial verdict, an outside judge 
was brought into Kern County to hear the case, 
with the result above indicated, 

a 


<Idditional Information Concerning This Case. 
In the Miscellany department of this issue are 
printed some newspaper articles on this court 
action which give further information (see page 
359). 

It will be noted therein that it is stated an appeal 
will be made from the decision. As we under- 
stand it, the decision by Superior Judge Van 
Zante will stand and apply to all county hospitals 
in California, unless and until overruled by a 
higher court. In succeeding issues of CALIFORNIA 
AND WESTERN MeEpIcINE, this subject may again 
be discussed, In the meantime it is pleasing to 
know that a judicial verdict has been rendered 
which is in harmony with what seems to be both 
the law and common sense, and which will be to 
the best interests of all classes of citizens. 
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ALAMEDA COUNTY PLAN 


What the Alameda County Medical Society 
Plan Aims to Accomplish—In the current issue of 
CALIFORNIA AND WESTERN MEDICINE is printed 
an address by Dr. George G. Reinle, president of 
the California Medical Association, given at a re- 
cent meeting of the Long Beach Medical Society. 
(See page 289. ) 

Attention is called to President Reinle’s re- 
marks because the Alameda plan for the care of 
the indigent and near-indigent who are sick, as 
originated and carried on by the Alameda County 
Medical Society, is worthy of close study by all 
component county medical societies of the Cali- 
fornia Medical Association. The Alameda County 
Medical Society deserves commendation for hav- 
ing evolved and put into practice a method 
whereby adequate medical care is made possible 
for those citizens who, while not in the class of 
indigents, are nevertheless so financially handi- 
capped that they lack the resources to pay even 
the minimum average fees for professional medi- 
cal services. The Alameda plan helps these citi- 
zens to maintain their personal independence and 
self-respect, prevents them from slipping into the 
group and ways of indigents and paupers, and at 
the same time makes it possible for the physicians 
who care for this group of patients to receive 
moderate stipends for the professional services 
rendered, The plan is an excellent expression of 
what clear thinking can accomplish in producing 
a rather practical solution of a somewhat compli- 
cated social and medical-economic problem. 


* * * 


President Reinle’s Progress Report on the Plan. 
During the last few months many observers have 
heen watching the new experiment in Alameda 
County. Because the plan aims at one and_ the 
same time to safeguard the interests of the sick 
citizens, the members of the medical profession 
and the community at large, it had the good wishes 
from the start, not only of its local sponsors, but 
of many other members of the medical profession 
who were giving serious thought to similar prob- 
lems. Therefore it has been gratifying to have 
President Reinle tell the profession that the sys- 
tem of procedure, as adopted by the Alameda 
County Medical Association, is working out well 
in practice as far as it has gone. If such a plan 


can be successful in Alameda County, with a 
five hundred thousand population, it should be 
possible to institute it, with or without modifi- 


cations, in other communities having somewhat 


similar environments. 
* * * 
County Societies Should Study This Plan. 
The thought suggests itself that every county 


medical society in California might well appoint 
a committee to make a survey of the manner in 
which its own county is handling its problems in 
the care of the indigent, the near-indigent, and 
the very low-bracket income sick. The committee 
so appointed could bring in a report on its find- 
ings not only on conditions which exist, but with 
recommendations as to a plan, or plans, whereby 
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defects in existing systems might be remedied. 
Even if no changes were immediately recom- 
mended or authorized by the county societies, the 
discussion of such committee reports could not 
be other than of value to both the profession and 
the community. The California Medical Associ- 
ation has codperated with the Alameda County 
Society in providing the plan with proper legal 
and other safeguards. County societies desiring 
additional information are invited to communicate 
with the Association secretary, Doctor Pope, or 
with the director of the C. M. A. Department of 
Public Relations, Doctor Dickie. 


CALIFORNIA MEDICAL ASSOCIATION 
EXTENSION LECTURES 


County society committees on scientific pro- 
grams not infrequently desire to have guest 
speakers to address their respective organizations 
on topics of general or special interest. Years ago 
the pleasure of hearing such essayists was only 
experienced when a secretary or committee of 
more than usual energy had charge of the pro- 
grams. To make possible the securing of such 
non-local talent for scientific meetings, the Cali- 
fornia Medical Association, through its secretary, 
Doctor Pope, has each year printed in CALIFORNIA 
AND WEsTERN MEDICINE a list of colleagues 
(with subjects of addresses which they were pre- 
pared to give) who could be called upon by county 
societies desiring guest-speaker presentations. The 
October CALIFORNIA AND WESTERN MEDICINE, 
pages 277-280, printed this year’s group of mem- 
bers who were prepared to speak on medical and 
surgical subjects, and the attention of members 
of the component county societies is again called 
to this list. On request, further information and 
cooperation will gladly be given by the Association 
secretary. 


EDITORIAL COMMENT" 


FLATULENT DIARRHEA ALLEGEDLY DUE 
TO MILK PASTEURIZATION 


An exceedingly delicate hygienic question has 
been. raised by Doctor Nelson! of the North 
Dakota Agricultural [experimental Station, who 
currently alleges that routine pasteurization of 
milk may at times so increase its infectious prop- 
erties as to render it unfit for all but cooking pur- 
poses. His findings are reported, however, not as 
an argument against such pasteurization, but as a 
criticism of the popular misconception that all 
grossly contaminated raw milks are rendered fit 
for human consumption by this method of partial 
heat sterilization. 


* This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 
saat Nelson, C. I.: J. Infect. Dis., 52:89 (Jan. and Feb.), 

933. 
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Doctor Nelson’s conclusions were based on a 
study of several local epidemics of flatulent diar- 
rhea in infants and adults. Hanging-drop prepa- 
rations of liquid stools revealed many encapsu- 
lated diplobacilli, which were very active gas 
producers. “After fifteen to twenty minutes’ in- 
cubation, microscopic globules of gas were seen 
gathering about the periphery of each diplobacil- 
lus. In the course of a half-hour’s incubation, the 
bubbles were escaping from each bacillus much 
more rapidly than could be counted.” By routine 
cultural methods this gas producer was identified 
as a spore-forming anaerobe closely resembling 
Cl. welchii, Examination of the pasteurized milks 
associated with these cases revealed the 
of the same gas-producing anaerobe. 

Under the belief that the growth of intestinal 
anaerobes is normally inhibited by the presence of 
acid-producing bacteria, Doctor Webster’s clinical 
associates pl wed these cases on a sour milk (“cul- 
ture milk’) diet. The diarrhea and flatulence are 
alleged to oe vielded at once to this diet. In a 
few cases recurrence followed a return to normal 
diet, but subsided on resuming the use of sour 


milk. 


While Doctor Nelson's clinical conclusions are 
open to several interpretations, he has rendered a 
valuable service to clinical science by dramatizing 
the fact that, thus far, insufficient attention has 
been given to the heat-resistant spores in contami- 
nated milks. Many of these spores survive and 
may actually profit by pasteurization, routine heat- 
ing destroying the inhibiting acidifiers, driving out 
much of the dissolved oxygen, and inactivating 
lactic antibodies. 

Stanford University 


pre sence 


W. H. MANwWaARrING, 


Palo Alto. 


THE NATURE OF ANESTHETIC SHOCK AND 
THE VALUE OF PREMEDICATION 


It is well established that reduction in_ the 
volume of circulating blood is the centrally impor- 
tant factor in shock. Recently Freeman! has 
emphasized the fact that many influences known 
to produce shock, or to aggravate the condition 
if present, are also known to be adequate stimuli 
for producing hyperactivity of the sympathetic 
nervous system. Thus vasoconstriction or in- 
creased output of adrenin, both of which are 
indices of generalized sympathetic hyperactivity, 
are caused by hemorrhage, cold, fear, pain, as- 
phyxia, infection, and low blood pressure. It has 
been shown directly that vasoconstriction and in- 
creased output of adrenin are present in shock. 
Now Freeman has shown that prolonged hyper- 
activity of the sympathetic system as produced by 
continuous injection of epinephrin, or as present 
in the pseudaffective state following decortication, 
causes a decrease in the volume of the circulating 
blood. This effect is prevented by ergotoxin par- 
alysis of the sympathetic, and in the pseudaffective 
state by complete sympathectomy. 


1 Freeman, N. E.: Amer. Jour. Physiol., 103:185, 1933. 
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That ether anesthesia has an effect on 
volume was shown by Barbour,? who demon- 
strated concentration of the blood. That ether 
affects the sympathetic nervous system is a recent 
conclusion by Bhatia and Burn,* who, following 
Elliott’s early demonstration * that the adrenin 
content of the adrenals is reduced by ether and 
chloroform anesthesia, have shown that these an- 
esthetics produce widespread stimulation of the 
sympathetic nervous system. 

Thus the conclusion is evident that the second- 
ary or delayed shock that may be produced by 
prolonged anesthesia with ether or chloroform is 
due to a concentration and reduction in volume 
of the circulating blood resulting from general 
stimulation of the sympathetic nervous system, 
including the outpouring of adrenin. 

There has been an 
dence that a number of drugs used as basal an- 
esthetics or hypnotics, such as amytal, avertin, 
have a pronounced effect on the autonomic nerv- 
ous system, centrally and peripherally. Particu- 
larly has the effect of amytal been studied on the 
experimental production of hyperglycemia. The 
administration of amytal is known to inhibit the 
hyperglycemia ordinarily brought about by as- 
phyxia and by morphin,’ presumably by prevent- 
ing the reflex liberation of adrenin from the ad- 
renals, Janerji and Reid® have just shown that 
in the hyperglycemia caused by ether and chloro- 
form, the adrenals are importantly concerned, and 
have again demonstrated that such production of 
hyperglycemia is inhibited by amytal. 

Does amytal, with related substances, prevent 
the general hyperactivity of the sympathetic nerv- 
ous system that ether and chloroform produce ? 
If they do, and there is some such evidence for 
such a conclusion, then their use as basal narcotics 
receives important support in that the tendency 
of such volatile anesthetics to produce shock may 
be markedly counteracted. 


Pharmacological Laboratory, 
University of California, 


blood 


increasing amount of evi- 


IX. IKNOEFEL, 


San Francisco. 


THE MECHANISM OF TRAUMATIC 
SHOCK 


The mechanism of traumatic shock is being sub- 


jected to renewed scrutiny. The recent interest 
in this perennially important subject is due to the 
obvious analogy between shock and adrenal corti- 
cal insufficiency. In both, the loss of fluid from 
the vascular system seems to be the underlying 
cause of symptomatology. The classically accepted 
theory that the production of histamin in the 
tissues by trauma increases capillary permeability, 
pornatting the escape of fluid from the vascular 

2 Barbour, H. 
67:399, 1924, 

3’ Bhatia, B. 
1933. 

4 Elliott, T. R.: Jour. Physiol., 44:374, 1912. 

5 Evans, C. L., Tsai, T., and Young, F. G.: 
Physiol., 72:1931. Olmstead, J. M. D., and 


Sintz,G.: Jour. Lab. and Clin. Med., 16:354, 1931. 
Proc. Soc. Exper. Biol. Med., 27:265, 1930. 


6 Banerji, H., and Reid, C.: Jour. Physiol., 78:370, 


G., and Bourne, W.: Amer, Jour. Physiol., 


B., and Burn, J. H.: Jour. Physiol., 78:257, 
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bed, is now being questioned. Freed! has shown 
that rats, which are very resistant to histamin, 
are not shocked by extensive trauma unless they 
have been previously adrenalectomized. Despite 
the fact that adrenalectomy includes removal of 
both the adrenal cortex and medulla, he seems 
to feel along with Marmorston-Gotterman and 
Perla ? that the cortical hormone is the important 
factor in preventing histamin shock. 

That the sympathetic nervous system must be 
considered in attempting to explain the mecha- 
nism of shock is evident from the observations of 
Freeman, Morrison, and Mackay-Sawyer.’ These 
workers produced shock by dehydration of rabbits 
with hypertonic glucose, and found that such de- 
hydration increases the rate of the denervated 
heart. The sequence of events is as follows: 
dehydration produces increased viscosity of the 
blood which in turn produces anoxemia, already 
shown to give sympathetic stimulation. Sympa- 
thetic stimulation results in increased secretion of 
epinephrin, which increases the rate of the de- 
nervated heart; thus demonstrating that dehydra- 
tion produces sympathetic stimulation. 

In shock the vicious circle is completed by the 
observation that prolonged sympathetic hyper- 
activity producing vasoconstriction reduces blood 
flow in large areas of the body, resulting in anox- 
emia and ‘increased permeability of the smaller 
blood vessels with the loss of proteins and fluid. 

In view of these newer observations the role 
of histamin in the increase of capillary perme- 
ability in shock is in need of reconsideration. 

1136 West Sixth Street. 

Hyman MILLer, 
Los Angeles. 


1 Freed, S. C.: Proc. Soc. Exp, Biol. and Med., 30:677 
(Feb.), 1933. 

2 Marmorston-Gotterman, J., and Perla, D.: Proc. Soc. 
exp. Biol, and Med., 28:1022, 1931. 

3’ Freeman, N. E., Morrison, R. S., and Mackay-Sawyer, 
M. E.: Amer. Jour. Physiol., 104:628, 1933. 


Telescopic Lenses for “Near-Blind.”—False hope has 
been created among many of the blind, their families 
and their friends throughout the United States by the 
widespread newspaper publicity given to the announce- 
ment in Chicago on December 18 that telescopic 
spectacles have been perfected which can _ restore 
vision to 40 per cent of the present classified blind 
population. In response to the numerous inquiries on 
this subject which have come to the offices of the 
American Foundation for the Blind and the National 
Society for the Prevention of Blindness, respectively, 
these organizations wish to make the following state- 
ment, based on their investigation: 

The experience of ophthalmologists who have done 
much work with telescopic spectacles indicates that 
the true percentage of those now classified as blind 
who can be helped by the use of this device—but who 
cannot be helped by ordinary spectacles—is not 40 per 
cent, but much less than 5 per cent. The assumption 
that practically all cases of low vision are capable of 
being improved by mere enlargement of the images 
on the retina is false. The group of the “near-blind” 
includes a large number of persons whose vision is 
obstructed by opacities, of persons whose optic nerves 
or retinas have lost practically all sensitiveness, of 
persons whose eye diseases would be aggravated and 
blindness precipitated by excessive use of the eyes, and 
many others who cannot be helped by any optical 
device. 

Moreover, it happens frequently in the experience of 
ophthalmologists that a person to whom the physician 
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is able to give improved vision with telescopic lenses 
is unable to actually make use of them in daily activi- 
ties. The unfounded claims regarding the extent of 
their usefulness is particularly unfortunate in that it 
raises false hopes among the blind. Persons who are 
helped may find them a great boon, but the number 
of such persons is relatively small. 

There is really no “great discovery” in the use of 
magnifying glass for spectacles. The first attempts to 
improve vision by applying the magnifying principle 
of the telescope to spectacles were made about three 
hundred years ago. For more than twenty years 
American ophthalmologists have been using telescopic 
spectacles in their regular practice. 

The only change now proposed is the substitution 
of cylindrical lenses for the usual spherical lenses—en- 
larging the vertical dimensions of images by 30 per 
cent, while enlarging their horizontal dimensions 80 
per cent. This will improve the patient’s ability to 
judge distance and space correctly, it is claimed, and 
thus make it easier and safer to walk about while 
wearing the spectacles. Upon examination, this claim 
does not appear to be justified for several reasons. 

In the first place, objects will appear closer than 
they actually are. Moreover, the use of cylindrical 
lenses produces distorted or blurred images in which 
objects appear broader in proportion to height than 
they actually are. The use of cylindrical lenses in this 
way is not new and ophthalmologists who have tried 
it have not found it any improvement. 

More important, it is pointed out by ophthalmolo- 
gists that the use of cylindrical lenses cannot obviate 
other inherent defects in telescopic spectacles which 
affect their usefulness, such as the limitation in the 
field of vision, the apparent movement of objects on 
turning the head, the necessity for keeping them in 
adjustment, the impossibility of using the same lenses 
for both near and distance vision—not to mention the 
weight and conspicuous appearance of the device. It 
therefore appears that the “new development” does 
not constitute any real improvement which would 
make the spectacles any more widely applicable for 
improving the vision of persons with low vision than 
the types of telescopic spectacles now in use.—A Joint 
Statement by the American Foundation for the Blind 
and the National Society for the Prevention of 
Blindness. 


Prevention of Tuberculosis in Childhood.—It is now 
well known that tuberculosis is usually acquired in 
childhood either from individuals in the home affected 
with tuberculosis or from infected milk. We have 
largely eliminated infected milk by tuberculin testing 
of cattle and by the efficient pasteurization of milk. 
As pasteurization of milk becomes more and more 
prevalent, crippling from tuberculosis of the bones 
and joints will become less and less common. Every 
child should be examined periodically by a competent 
physician in order to detect the earliest signs of 
tuberculosis. In this way only can the most effective 
measures for its control be applied. One of the most 
serious aspects of tuberculosis today is its appearance 
in young women of high school and college age. The 
tuberculosis death rate has been reduced considerably 
at all age periods except among young women. The 
dieting fad to secure a slender figure and over- 
activity at school and in social events undoubtedly con- 
tribute to this condition. 

The prevention of tuberculosis in childhood is rela- 
tively simple if a few principles are carried out as 
follows: 

1. Keep the child away from contact with tubercu- 
lous individuals, especially in the early years of life. 

2. Protect the general milk supply by efficient pas- 
teurization and heat all milk given to young children. 

3. Maintain a good nutritional status in the child 
by proper feeding. 

4. Prevent as far as possible overactivity and fa- 
tigue in young people. 

5. Have the child examined periodically by a com- 
petent doctor.—Richard A. Bolt, M.D., Director 
Cleveland Child Health Association. 
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OFFICIAL NOTICES 


Proposed Amendments to the Constitution 
(Second Publication) 
ARTICLE X 
Section 1. Amend Section 1 by inserting therein 


before the words “an editor” the following: “the chair- 
man of the Committee on Public Relations.” 


ARTICLE X 
Section 4. Amend the first sentence of Section 4 
by striking out the word “and” and inserting after the 


word “delegates,” the following: “and the chairman of 
the Committee on Public Relations.” 
ARTICLE X 
Section 15. Amend Article X by adding thereto a 
new section to be numbered 15 and reading as fol- 
lows: “Section 15. Election, Term of Office and Powers 
and Duties of the Chairman of the Committee on Public 
Relations. 
“The election, term of office and the powers and duties 
of the chairman of the Committee on Public Relations 
shall be provided in the by-laws.” 


: es 


Application for Place on Annual Program.—Mem- 
bers who desire to present papers before the 1934 
annual session, which will be held at Riverside, should 
write to the secretary of the section before which the 
particular subject should be presented. 

Names and addresses of section officers are regu- 
larly published on advertising page 4 of each issue of 
CALIFORNIA AND WESTERN MEDICINE. 

When requesting place on the program, a_ brief 
résumé of the paper should accompany the application. 

* * * 


Committee on Scientific Exhibits.— To stimulate 
greater interest in the scientific exhibit at the annual 
session, a special committee has been appointed by 
the Council: William J. Kerr, M. D., Lyell C. Kinney, 
M. D., Frederick Leet Reichert, M. D., Ernest M. Hall, 
M. D., and Elbridge Best, M. D. 

Members of the California Medical Association who 
are interested in the display of some scientific exhibit 
at the next annual session should place a request for 
space through the State Association office. A rather 
complete description of the exhibit, with approximate 
size of wall or table space required should accompany 
the written request. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 

CONTRA COSTA COUNTY 

The October meeting of the Contra Costa County 
Medical Society was held on Tuesday evening, Octo- 
ber 10, at the nurses’ home of the County Hospital at 
Martinez. Thirty-one members and guests were in 
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attendance. It was gratifying to have many from the 
upper end of the county. 

The meeting was called to order by 
Fraser, president. 

In lieu of the clinical program promised, Dr. John 
Fitzgerald arranged a most intensely interesting duo 
of papers by Dr. George Nesche of Oakland on 
Glandular Disturbances, and Dr. Warren B. Allen of 
Oakland on Head Injuries. Both papers were en- 
hanced in point of charm and clarity by the splendid 
slide demonstrations by Dr. Theodore Schwarz of 
Oakland. Everyone enjoyed the program, and agreed 
that it was one of the finest this year. 

Doctor Fraser expressed his thanks and that of the 
society to Doctor Fitzgerald for his able arrangement, 
which gave the members and guests such a pleasant 
and profitable evening. 

A communication from the Department of Public 
Health from Washington on venereal disease infor- 
mation was read by the secretary, and placed on file 
for reference. 

Two committees were named by Doctor Fraser: 

Committee on Physical Therapy—Doctors Nevius 
(chairman), Hedges, and Daily. 

Committee on Cancer—Doctors 
Keser, and Sweetser. 

Application for membership in the society was pre- 
sented from Dr. M. C. Bolender of Danville. Motion 
that he be accepted was made by Doctor Weil, sec- 
onded by Doctor Daily, and carried. 

Application for membership by Dr. Claude Kerns 
of Pittsburg was presented. Motion for his acceptance 
was made by Doctor Beard, seconded by Doctor 
Keser, and carried. This brought the total member- 
ship to forty-five. 

Doctor Fraser appointed the following Nominating 
Committee: Doctors Weil (chairman), Hedges, and 
Stauffer. 

The committee to arrange the annual party in De- 
cember was appointed by Doctor Fraser as follows: 
Doctors Daily (chairman), Fitzgerald, and Clara 
Spalding. 

Doctor Fraser announced that the business meeting 
of November will be a dinner meeting. 

The meeting adjourned at 10 p. m., being followed 
by a delicious buffet supper. 

Ciara H. Sparpine, Secretary. 


Dr. 1. HM. 


Weil 


(chairman), 


a 
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ORANGE COUNTY 


Cancer was the subject of the October 3 meeting 
of the Orange County Medical Society, which was 
held in the chapel of the Orange County Hospital and, 
as usual, President Wallace was in the chair. 

After the minutes of the previous meeting had been 
read and approved, Dr. C. D. Ball read an obituary 
on Doctor Bullard. 

Before the scientific program the following reports 
were made: 

Doctor Clark reported that the Public Relations 
Committee would probably be able to report on sev- 
eral matters at the next meeting. 

Doctor Zaiser announced the inauguration of a bi- 
monthly clinical and pathologic conference. 

On a motion by Doctor Tedstrom, which was unani- 
mously carried, it was agreed to pay the annual $25 
bill due the Barlow Medical Library. 
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The second readings of the applications of Doctors 
A. H. Wightman and R. C. Harris were heard and 
both were elected to membership. 


The program which followed, and which undoubt- 
edly took a great deal of time and effort to prepare, 
was not only extremely interesting but educational 
and inspiring as well. 

Instead of trying to describe each event in terms 
which could not possibly merit the program itself, I 
shall simply list the numbers in their order of appear- 
ance and let you judge for yourself. 

History of Cancer Committee by Doctors Burlew and 
Harwood. 


Radiotherapy in Nonmalignant Disease of the Uterus 
and Ovaries by J. Wehrly, M. D. 


Indication for Exploratory Operations for Suspected 
Malignancy by A. C. Robins, M. D. 


Factors Influencing a Favorable Prognosis in Cancer 
by W. P. Baker, M. D. 

Cancer films: (a) Growth of Human Tumors (one 
reel); and (b) Technical Methods in Cancer Research 
(three reels). 

The Cancer Committee, which meets every Tuesday 
noon at Saint Joseph’s Hospital, arranged this pro- 
gram. After a rising vote of thanks was given them, 
the meeting adjourned. 

Watrpo S. WenRLY, Secretary. 


» 


PLACER COUNTY 


The September meeting of the Placer County Medi- 
cal Society was held at the Freeman Hotel, Auburn, 
on Saturday evening, September 30. There were pres- 
ent the following members and visitors: 

Members—Dr. L. B. Barnes, president; Doctors 
Paul Barnes, Dunievitz, Miller, Crossen, Eveleth, 
Lewis, Atkinson, Peers, Louis Jones, Empey, and 
Kindopp. 

Visitors—Dr. J. Marion Read and Dr. J. J. Sampson 
of San Francisco, Doctors Vinks of Lincoln, Padgett 
of Wiemar, Wheeler of Colfax, and W. W. Reed of 
Nevada City. 

Correspondence relating to state and county medical 
matters was read. 


Resolutions regarding the death of our late member, 
Dr. Bradford Woodbridge, were adopted and ordered 
spread on the minutes and a copy sent to the family 
of deceased. 

The application of Dr. Watslo A. Vinks of Lincoln 
for membership was read, and Doctor Vinks was 
unanimously elected as a member of the Placer County 
Medical Society. 

The president then introduced Dr. J. Marion Read 
of the Stanford University medical department, who 
addressed the society on The Blood Pressure—Certain 
Uncommon But Valuable Applications. 


Doctor Read showed that a review of the historical 
development of our power to measure arterial pres- 
sure reveals that our approach to this subject gave 
undue weight to the systolic pressure. In fact, for the 
first ten years of practical clinical sphygmomanome- 
try, only the systolic pressure was read and it came 
to be regarded as the whole of the blood pressure. 
Not until about 1913 did the diastolic pressure come 
to be read, and it required another decade or more 
before knowledge of its greater importance came to be 
realized by the profession at large. 

The function of the heart and vessels is to main- 
tain the circulation of blood, and consequently, from 
the viewpoint of arterial pressures, the most impor- 
tant of all is the pulse pressure. The pulse pressure, 
in turn, is determined by, or bears a definite relation- 
ship to, the diastolic pressure. There seems to be a 
law of hemodynamics which requires that the pulse 
pressure be about one-half of the diastolic pressure, 
or, stated otherwise, we have the recognized 1-2-3 rela- 
tionship of the three pressures—pulse, diastolic, and 
systolic. For example, the figures usually given to 
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illustrate the normal being: systolic, 120; diastolic, 80; 
and pulse pressure, 40. 

Of these three—systolic, diastolic, and pulse pres- 
sure—the last named is the most important because it 
is the only part of the myocardial force which moves 
the blood, 7. ¢., produces a pulse. The diastolic is 
almost as important because it measures peripheral 
resistance and determines what the others shall be. 
Systolic pressure, which unfortunately was the first 
one measured and consequently the best known, is 
physiologically only the sum of diastolic and pulse 
pressures. The adaptability of the circulatory system 
is so great that the body can compensate for patho- 
logic changes, as it does in aortic insufficiency, and 
these compensatory changes are often viewed as 
pathologic in themselves. 

Doctor Read’s paper was discussed by Doctors Paul 
3arnes, Sampson, Empey, Lewis, Dunievitz, and 
J. Marion Read. 

Dr. J. J. Sampson of the University of California 
Medical School was then introduced by the president 
and addressed the society on The Practical Value and 
Limitations of the Electrocardiogram. He outlined the 
history of electrocardiography, especially illustrating 
how the criteria of electrocardiogram diagnoses were 
established and how certain unusual clinical states 
were first understood through application of this 
technical aid. Less than 20 per cent of all cardiac 
cases present diagnostic problems requiring electro- 
cardiographic aid. These cases fall into groups: (1) 
arrhythmias; (2) myocardial damage; (3) coronary 
artery occlusion; (4) preponderance of heart muscle 
mass on either the right or left side of the standard 
axis; (5) cases under digitalis therapy; and (6) a mis- 
cellaneous group, such as_ pericardial effusion, ad- 
hesive mediastinopericarditis, dextrocardia and other 
congenital lesions, etc. The form and time relations 
of the normal and the variations occurring in these six 
groups of cases are described. 


Doctor Sampson also showed that much may 
happen to a heart, especially the development of valve 
lesions, without production of an abnormal electro- 
cardiogram and, likewise, that prognosis cannot be 
determined from the electrocardiogram alone. 

In conclusion he presented that this technical pro- 
cedure is valuable in aiding but not supplanting clini- 
cal criteria of diagnosis and prognosis of heart disease 
cases. 

Doctor Sampson’s address was discussed by Doctors 
lewis, Empey, J. Marion Read, Vinks, and Dunievitz. 
Following the discussions Doctor Sampson demon- 
strated his portable electrocardiographic apparatus. 

At the conclusion of these addresses the president 
thanked both essayists for their most interesting and 
instructive presentations. 

Ropert A. Peers, Secretary. 


SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was held in the Medico-Dental club- 
rooms, 242 North Sutter Street, Stockton, Thursday, 
October 5, at 8:15 p. m. The meeting was called to 
order by President J. F. Doughty. 

Several letters were read and ordered filed. In re- 
sponse to a letter from Doctor Kilgore, it was moved 
by Doctor Van Meter that a committee be appointed 
to cooperate with the Cancer Commission. This was 
seconded and carried. 

The discussion of fees for mileage for calls in the 
county was opened by Dr. Dewey R. Powell. A gen- 
eral discussion followed. At the close Doctor Powell 
moved that a committee of five be appointed to study 
the subject and report back at the next regular meet- 
ing in November. 

The scientific part of the program was a paper by 
Dr. Joseph Catton of San Francisco on the subject, 


The Handling of the Neurotic Patient by the General 
Practitioner. 
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Doctor Catton urged the necessity of a thorough 
history, a searching physical examination and careful 
consideration of every phase. He said it was impor- 
tant to hear the patient's whole story with real interest 
and not to dismiss him hurriedly as just another neu- 
rotic. Family history is of especial importance. The 
doctor stressed the importance of having a definite 
classification in mind to be able to place the particular 
case after getting the history and physical findings. 

Doctor Catton said that it was characteristic of the 
neurotic that his condition was a functional nervous 
affection, as contrasted with those conditions having 
a structural basis; he has a low nervous reserve, with 
nervous irritability and fatigability. These pa- 
tients tend to gain whether it be money, attention, or 
treatment. He does not seek to eliminate himself 
from social circles and other activities. In all these 
respects he is the opposite of the psychotic patient. 

The discussion was opened by Dr. Margaret Smyth 
and participated quite generally by a large number, 
including Doctors Marnell, McGurk, Dewey Powell, 
and C, V. Thompson. 

President Doughty appointed Doctor Bolinger, 
chairman, with Doctors Blinn, Sutton, Kyddson, and 
Tretheway as a committee to study the matter of mile- 
ave fees. 

There being no further business the meeting was 
adjourned and refreshments served. 


a 


easy 


SroADDUS, Secretary. 


SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on Monday evening, Octo- 
ber 9, in the Bissell Auditorium of the Cottage Hospi- 
tal, President Geyman presiding. 

Dr. Carl W. Rand of Los Angeles gave a very com- 
prehensive talk on his own work and findings in re- 
gard to histologic changes of the brain, following head 
injuries. Discussion and questions followed by Doc- 
tors Evans, Richard, Wilcox, Shelton, and Koefod. 

The society then went into executive session. 

Doctor Gray reported for the Board of Censors re- 
garding the formation of a branch society in Santa 
Maria. After considerable discussion, this report, to- 
gether with its enclosed resolution, was unanimously 
adopted. It was moved, seconded and carried, that 
the secretary notify the Santa Maria group that the 
society went on record favoring the formation of a 
branch society. 

It was moved by Doctor Ullmann, seconded, and 
unanimously carried that the president appoint a com- 
mittee to prepare an amendment to the constitution 
which would provide for a council of five members, 
to be elected from the entire county membership, with 
the exception that one member so elected shall reside 
north of Gaviota Pass. 

A communication from the Santa Maria group of 
doctors, in which they suggested certain changes in 
the constitution, was then read. As these changes 
were covered in the above motion by Doctor Ullmann, 
this communication was ordered tabled. 


WittiaM H. Eaton, Secretary. 


SONOMA COUNTY 


The Sonoma County Medical Society held its regu- 
lar monthly meeting at Hotel Petaluma on October 12, 
Dr. Mark L. Lewis, president, presiding. Twenty-two 
members and guests were present. 

Dr. Chauncy D. Leake, Ph. D., was guest speaker. 
Dr. H. C. Smith of Glendale and Dr. L. A. Stuck of 
Oakland were also guests of the evening. 

A number of communications relative to the Public 
Library, the study of cancer by the Cancer Com- 
mission, care of patients at the University Hospital, 
and the Public Relations Committee were read and the 
following committees were appointed by the president: 

Committee on Physiotherapy —B. L. Baldwin of 
Healdsburg, H. C. Honor of Cotati, and D. C. Oak- 
leaf of Cloverdale. 
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Committee on Cancer Commission—A. A. Thurlow 
of Santa Rosa, A. M. Bowles of Santa Rosa, and 
Chester Marsh of Sebastopol. 

Committee on Public Library—D. C. Oakleaf of 
Cloverdale, B. L. Baldwin of Healdsburg, E. T. Noall 
of Santa Rosa, Kathleen Morris of Petaluma, E. J. 
l'innerty of Sonoma, and Chester Marsh of Sebastopol. 

Other items of interest were discussed, and arrange- 
ments were made for a clinic on tuberculosis for the 
November meeting. 

The president then introduced Doctor Leake, pro- 
fessor of pharmacology, University of California Medi- 
cal School. Doctor Leake gave a very interesting and 
instructive discourse upon the subject of Drugs. His 
remarks were highly appreciated by all present, and 
a lively discussion followed from which much valuable 
information was derived. 

Ww. Cc. 


TULARE COUNTY 


SHIPLEY, Secretary. 


The Tulare County Medical Society met at Motley’s 
Café in Visalia on October 22 to open the fall term 
with a dinner and regular medical meeting. 

Since the last gathering our society has suffered the 
two members through death—Dr. Thomas 
Omar McSwain of Visalia (retired) and Dr. Morton 
W. Fraser of Woodlake. Doctor Fraser’s death was 
untimely and a great shock to the society and his col- 
leagues. We are also grieved to report the passing of 
Bruce Zumwalt, son of Dr. Elmo Zumwalt. 

During the summer months communications ac- 
cumulated, and these were read and summarized for 
the members present. 

The following Special Committee on Physical Ther- 
apy was appointed to codperate with the California 
State Committee on Physical Therapy: Dr. Edgar 
Brigham of Dinuba (chairman) and Dr. Frank Guido 
of Visalia. 

A second committee, on education, was appointed 
to carry out a successful campaign to put suitable 
medical books on the shelves of our public libraries, 
the committee to consist of Dr. Newton Miller of 
Porterville (chairman) and Dr. John Fillmore of 
Strathmore. 

A tentative schedule of proposed meetings for the 
coming year was read to point out the value of regu- 
lar attendance. 

Dr. Giles S. Porter and Dr. Tellfer of the State De- 
partment of Public Health were guests at our meeting. 
They are at present in Tulare County investigating 
the question of nonresident indigent aid especially, re- 
sultant from the recent cotton-picker strike situation. 

Doctor Porter outlined the present plan which, 
locally, is under direction of Miss A. J. Montegriffo, 
field deputy of the Emergency Relief Administration. 
The proposal is to employ local physicians on a fee 
schedule similar to rates established by industrial com- 
missions. Likewise, three public health nurses are 
available for bedside nursing. It was reported by 
Doctor Porter that Corcoran Camp was in good sani- 
tary condition, contrary to various newspaper state- 
ments. He also spoke of the work of diphtheria im- 
munization that is at present being carried out in 
Tulare County with the assistance of the state depart- 
ment, and thanked the men who are donating their 
services in assisting in this work. 

The business of the meeting being concluded, the 
remainder of the evening was turned over to Dr. Clark 
M. Johnson, guest speaker from San Francisco. 

Doctor Johnson, genito-urinary surgeon, had as his 
subject, The Prostate. His talk dealt with the non- 
specific chronic infections of the prostate and seminal 
vesicles and the obstructive type of prostate. A very 
practical discussion was given. Lantern slides were 
used to visualize the subject and, in addition, the Mc- 
Carthy transurethral resectoscope was demonstrated. 
Open discussion followed the paper. 

Twenty-two members and guests were in attend- 
ance. 


loss of 


Kart F, Weiss, Secretary-Treasurer. 
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CHANGES IN MEMBERSHIP 


New Members (14) 


Contra Costa County—Samuel Eldridge. 

Imperial County—Merrill G. Barmore. 

Orange County.—Rafael C. Harris, A. H. Wightman. 

Placer County—Watslo Anthony Vinks. 

San Bernardino County—William H. Spicer. 

San Diego County—Robert E. Austin. 

Santa Clara County—Finlay P. Rutherford, Clara A. 
Silvia, Grainville Wood. 

Sonoma County.—H. S. 
Honor, Vera Ocker Honor. 

Ventura County—Everett C. Beach. 


Transferred (5) 


Hart, from Siskiyou to San Joaquin 


Gossage, Herbert 


Clyde 


Winifred EF, 
County. 

Thair C. Rich, from Los Angeles to Ventura County. 

Homer De Witt Rose, from Tuolumne to San Joa- 
quin County. 

George M. Uhl, from Sacramento to Yolo-Colusa- 
Glenn County. 

George C. Wrigley, from Tuolumne to San Joaquin 
County. 

Resigned (1) 

William C. Munly (Associate), from San Francisco 

County 


Su Memoriam 


Fraser, Morton William. 


Died October 4, 1933, age 
45. Graduate of 


Hahnemann Medical College of 
Pacific, San Francisco, 1914. Licensed in California 
in 1915. Doctor Fraser was a member of the Tulare 
County Medical Society, the California Medical As- 
sociation, and a Fellow of the American Medical 
Association. 


* 


Gallup, Howard Augustus. Died October 9, 1933, 
age 49. Graduate of Cooper Medical College, San 
Francisco, 1911, and licensed in California the same 
year. Doctor Gallup was a member of the San Luis 
Obispo County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical 
Association. 

- 


Lynch, Jerre George. Died September 18, 1933, age 
55. Graduate of Cooper Medical College, San Fran- 
cisco, 1906, and licensed in California the same year. 
Doctor Lynch was a member of the Los Angeles 
County Medical Association, the California Medical 
Association, and a Fellow of the American Medical 
Association. 

* 


McSwain, Thomas Omar. Died August 10, 1933, 
age 71. Graduate of the College of Physicians and 
Surgeons, San Francisco, 1899, and licensed in Cali- 
fornia the same year. Doctor McSwain was a retired 
member of the Tulare County Medical Society, the 
California Medical Association, and the American 
Medical Association. 


+ 


Moots, Charles William. Died October 14, 1933, 
age 64. Graduate of Medical College of Ohio, 1895. 
Licensed in California, 1925. Doctor Moots was a 
member of the San Bernardino County Medical So- 
ciety, the California Medical Association, and a Fellow 
of the American Medical Association. 


+ 


Sanford, Paul. Died September 29, 1933, age 74. 


Graduate of the Kentucky School of. Medicine, Louis- 
ville, 1891, and licensed in California the same year. 
Doctor Sanford was a member of the Santa Clara 
County Medical Society, the California Medical As- 
sociation, and the American Medical Association. 
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Wald, Olander E. Died September 16, 1933, age 
65. Graduate of the University of Illinois College of 
Medicine, 1898. Licensed in California in 1924. Doctor 


Wald was a member of the Los Angeles County 
Medical Association, the California Medical Associ- 
ation, and a Fellow of the American Medical As- 


sociation. 


OBITUARIES 


Shaen S. Magan 
1896-1933 


Dr. Shaen S. Magan of Covina, California, second 
son of Dr. Percy T. Magan of the White Memorial 
Hospital, Los Angeles, was drowned with his little 
son, Bobby, and a friend, George Steckel, Jr., in 
Yellowstone Lake, August 31, 1933. Their tragic loss 
was caused by a sudden and very severe storm which, 
undoubtedly, swamped the small boat in which they 
were riding. Both Doctor Magan and Mr. Steckel 
were excellent swimmers, but the bitter cold of the 
water, the high altitude, and the weight of heavy 
clothing, together with their evident earnest attempts 
to save eight-year-old Bobby, made a handicap im- 
possible to overcome. The bodies of all three were 
recovered. 

Shaen Magan was born in Battle Creek, Michigan, 
September 24, 1896. Had he lived until September 24 
last, he would have been thirty-seven years of age. 
His premedical work was taken at the University of 
Tennessee. He completed his medical course in the 
College of Medical Evangelists in 1921. Following this 
he immediately went to Covina, where he entered 
practice with his brother, Dr. W. P. Magan. 

Doctor Magan was a member of the Los Angeles 


County Medical Association, the California State 
Medical Association, the American Medical Associ- 
ation. He was also a member of the Radiological 


Society of America. 

That he was beloved by the citizens of Covina is 
testified to by the fact that over three thousand men 
and women of every walk and rank in life were 
present at his funeral, which was held at the First 
Methodist Church, September 9. He leaves a widow 
and two daughters to mourn his loss. 


* 


Charles W. Moots 
1869-1933 


Dr. Charles W. Moots was a man who merited and 
held the esteem of his professional colleagues and of 
his large clientele. He was a forward-looking man, 
with initiative and ambition, caring far more for 
artistic success than for financial returns. He was 
ever willing to help his medical associates, and took 
particular delight in assisting the younger members 
of the profession. His was the personal touch, with a 
large and sympathetic understanding of all the prob- 
lems of his patients. He gave everything that he had 
to his professional work, taking little time for recre- 
ation. This held true to the time of his final illness, 
and perhaps contributed to his untimely passing. 


Doctor Moots was honored for his original contribu- 
tion to the science of medicine by the adoption of the 
“Moots Rule,” which is being taught in medical col- 
leges and universities. For this contribution he was 
recognized by the Royal College of Surgeons of Eng- 
land, who extended an invitation to him to bring his 
anesthetist with him to London and demonstrate the 
principle. 

During his later years Doctor Moots became more 
and more conscious of a heart lesion developed in 
youth, this being perhaps the principal cause of his 
retirement from active medical and surgical work 
about four years ago. The last three years of his life, 
spent as field representative of the American College 
of Surgeons, he felt were the happiest of his profes- 
sional career. During this time Mrs. Moots accom- 
panied him on all his travels through the United 
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States and Canada. He did more than was expected 
of him in trying to raise the standard of hospital work 
and, wherever possible, to smooth out local and fac- 
tional differences. 

Doctor Moots loved all that was beautiful in nature 
and never tired of the view of the mountains surround- 
ing the beautiful litthe home which he built and the 
orange grove which he planted in Mentone, California, 
at the mouth of Mill Creek Canyon. He looked for- 
ward with intense pleasure to retirement in this lovely 
spot, but this wish was not to be gratified. 

During the last six months of his life he felt very 
keenly that he could not long continue his travels, but 
he hoped that he might finish the work that he had 
undertaken. The cardiac weakness became more and 
more embarrassing, and he was hurriedly brought to 
his home from Hibben, Minnesota, where his last 
work was done. He seemed then to sense that the end 
was not far off. He was taken to St. Joseph Hospital, 
Orange, California, where the Sisters, for whom he 
had always had a great admiration, provided the best 
medical care and skill. To the last, he smiled and 
cheered up his attendants—then went his way. 

The funeral services, held in Redlands, California, 
were in charge of the local American Legion, and his 
remains were accompanied by his widow to Marion, 
Ohio, for interment. 


C.M. A. DEPARTMENT OF 
PUBLIC RELATIONS‘ 


Report on Alameda Plan 


The following report on the operation and mainte 
nance of out-patient clinics has been issued by the 
Alameda County Medical Association and sent to its 
members. 

Some important changes have been made in the 
administration of the out-patient departments. An 
assistant medical director has been placed in charge 
of all out-patient relief. A supervising medical social 
worker has been placed in charge of the social service 
for the entire county, covering out-relief activities. 
Also a supervising public health nurse has been as- 
signed to the nursing activities in the clinics as well 
as the public health nurses operating under county 
direction. This has permitted the adoption and mainte- 
nance of certain standards in all the clinics which were 
impossible under a plan formerly in operation where 
each clinic was operated independently. The profes- 
sional work of each clinic, including the laboratory, 
x-ray, and pharmacy, is under the direction of a part- 
time supervising physician. Previous to the time the 
county took control, the supervising physician spent 
a large part of his time settling petty problems of the 
clerical, maintenance, and social service departments. 
The elimination of this work has made possible the 
closer supervision of care of patients by the super- 
vising physician. An executive nurse in each clinic 
has charge of all activities other than those of a purely 
medical nature. 

The medical staffs in the clinics are made up, so 
far as possible, of members in good standing of the 
County Medical Association. All applicants for as- 
signment are required to submit a written statement 
of qualifications and references. This is reviewed by 
the administration before a formal notice of appoint- 
ment to the staff is made. When the annual appoint- 
ments are made for next year, such appointments will 
be to the Alameda County Institutions staff. The 

policy now is that all members of the profession given 
an appointment will be assigned to service in one of 





* An open forum for progress notes on the department's 
activities, and for brief discussions on medical economics. 


Correspondence and suggestions invited. Address Walter 


M. Dickie, Room 2039, Four Fifty Sutter Street, San Fran- 
cisco. This column is conducted by the Director of the 
Department. 
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the hospitals or clinics at the discretion of the adminis- 
tration. It is hoped that by this means physicians may 
broaden their acquaintance with and experience in the 


various departments. It is particularly hoped that this 
will make possible the rotation through the hospital 
service of those men who have proved their capability, 
interest and loyalty in the clinics. Such a system has 
been used in the medical department for the past 
several months and seems to be working very satis- 
factorily. It is hoped that all those who can give some 
time to this work will do so, since some of the clinic 
departments are at present decidedly understaffed. In 
addition to the main branches of practice, special 
clinics in allergy, diabetes, cardiac, endocrine, lung, 
and rectal are operated at the Oakland Clinic. Phy- 
sicians who have special ability or particular interest 
in any of these would undoubtedly find them valuable. 

In spite of the much more rigid requirements: for 
admission to the clinics, and the increased efficiency 
of the Social Service department, there has been a 
considerable increase in the number of persons treated. 
This is not unexpected, since the improvement in eco- 
nomic conditions has not yet appreciably affected the 
indigent class. 

The Oakland Clinic serves as a good index to the 
out-patient work being done: 


NUMBER OF CLINIC VISITS 






1931 1932 1933 
July 5484 6752 8069 
August 5656 TA77 8610 
September 5667 7541 TaSY 


Some of the 1933 increase is accounted for by the 
centralization of clinics at the Oakland branch 

Increasing use is being made of the part-pay list 
of the County Medical Association for the care of 
patients found ineligible in the clinics. The following 
table indicates the number of referred cases made by 
medical social workers between January 1 and Octo- 


ber 1, 1933. 
Patients referred to physicians on part-pay i 
sane referred to patients’ private physicians 7 
not on the part-pay list 14 
Total 14 


a a + 


Medical Service for Part-Pay Patients 


Patients who are unable to pay full charges for 
medical service and hospitalization, and yet are not 
classed as indigents at the Sacramento Hospital, will 
be cared for by private physicians and in private hospi- 
tals at a rate to be determined solely by their financial 
circumstances. 

This plan was unanimously approved by the Sacra- 
mento Society for Medical Improvement after it was 
submitted for consideration by the county health and 
welfare board. 

Under this plan, all patients who pass through the 
Sacramento Hospital’s society service department and 
are found to have sufficient funds to pay something 
for medical attention will be given a card. They will 
present the card to a private physician and will pay 
him a fee in keeping with their financial circumstances. 

Representatives of the social service department 
will make a thorough investigation into each indi- 
vidual’s ability to pay and will suggest to the doctor 
chosen by the patient the fee to be charged. 

The private hospitals have indicated willingness to 
cooperate with the plan, and hospitalization will be 
afforded patients in minor circumstances at cost. 

Written recommendations follow in part: 

That the social service set-up for patients of the 
part-pay group and for patients of moderate means 
(cared for by members of the Sacramento Society for 

Medical Improvement) be similar in principle to that 
for indigent patients (cared for by the county). 

Social interpretation of patient's ability to pay. 
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Financial investigation and rating of part-pay pa- 
tients by the county medical social workers, at the 
request of members of the Sacramento Society for 
Medical Improvement. 

Furnishing of social findings on clinic patients to 
physicians and surgeons to whom these patients are 
transferred. 

Part-pay patients will be referred to the offices of 
private physicians only when their financial status is 
known. The investigation of these patients must be 
handled through the social service department of the 
Sacramento Hospital. 

The social worker discusses with the patient the 
matter of payment, and an understanding of the 
amount to be paid is arrived at before the case is re- 
ferred to the private physician chosen by the patient. 
The patient is also told he will be expected to pay 
cash. 

The social worker who has investigated the patient 
secures the name of the physician chosen by the 
patient. All information of social investigation, show- 
ing ability to pay, is sent to the physician, with trans- 
fer of medical information. 

The social worker communicates with the private 
physician and arranges an appointment for the patient. 


ae oe 


Association Membership 


The Department of Public Relations recently made 
a survey of 2,609 licentiates located in the state of 
California, excluding San Francisco, Los Angeles, and 
Alameda counties. The results show that 68 per cent 
are members of component county medical societies; 
that 13 per cent are probably eligible for membership; 
6 per cent, whereabouts unknown; 6 per cent who 
have retired; 3 per cent have moved away; and 4 per 
cent have at some time been rejected for membership. 

The licentiates in San Francisco are 1,540, of which 
817, or 5314 per cent, are members of the San Fran- 
cisco County Medical Society, while Los Angeles has 
3,952 licentiates with a membership of 1,889, or 48 per 
cent. Alameda County has 739 licentiates, and has a 
membership of 441, or 60 per cent. 

The percentage of the licentiates of the state as a 
whole, show that 55 per cent belong to the California 
Medical Association. 


THE WOMANS AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION * 


Meeting of the State Board 


The state board meeting of the Woman’s Auxiliary 
to the California Medical Association was held on 
Friday, October 7, at the Fairmont Hotel, San Fran- 
cisco. The executive board met at 9:30, following 
which was the regular board meeting. Mrs. A. M. 
Henderson, state president, presided at both of these 
meetings. The reports presented by the chairmen 
present made the fact clear that each one was taking 
her office seriously and putting her best efforts into 
her part of the work. This was especially true of the 
auxiliary president, Mrs. Henderson. Her report made 
us all feel that the work of the state president can 
easily keep one woman busy all the time. The day 

* As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Thomas J. 
Clark, chairman of the Publicity and Publications Com- 
mittee, 40 Ross Circle, Oakland. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Clark and 
must be sent to heregpefore publication takes place in this 
column. For lists o.. state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 


sociation has instructed the editor to allocate one page in 
every 


issue for Woman's Auxiliary notes. 
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was kept interesting with many discussions, agree- 
ments and disagreements. The meeting adjourned at 
5:30 o'clock, with a vote to hold the next meeting in 
Los Angeles in February, 1934. 


Component County Auxiliaries 


Alameda County—The Woman's Auxiliary to the 
Alameda County Medical Society held its regular meet- 
ing on Friday, September 15. Mrs. Charles E. Dukes, 
president, held her regular executive board meeting 
in the morning at the Women’s Athletic Club. As one 
hundred members came in to luncheon, a reception 
was held in the lounge to greet the new members and 
to see that the others were acquainted. Mrs. Austin 
N. Cary assisted Mrs. Dukes in receiving. A splendid 
program followed the community singing, which our 
state president, Mrs. Henderson, urges us to have at 
all of our meetings, to encourage good fellowship. 

The speaker of the afternoon was Miss Marguerite 
Spiers, supervising medical social worker of Alameda 
County. She told of the interesting work by the Ala- 
meda County Institutions Commission for the needy 
patients in our county. 


Highland and Fairmont hospitals do such wonder- 
ful work for the poor through their various clinics: 


Alameda Clinic, Berkeley Clinic, Hayward Clinic, 
Livermore Health Center, Oakland Health Clinic, 
Pleasanton Health Center, San Leandro Clinic, and 


Washington Township Health Center. 

County physicians serve indigent patients in their 
homes when calls are placed with the physician by 
recognized welfare agencies and clinics operated in the 
health centers. The county medical society has fur- 
nished the medical director lists of private physicians 
who have agreed to make home calls and charge the 
patient according to his ability to pay. A careful sys- 
tem of records eliminates readily those who are in- 
eligible to such part-pay care. 

The next event of interest for our auxiliary will be 
the husbands’ dinner in October. 


Mrs. Louis Henry Dyke. 


7 7 ? 


Contra Costa County—The Woman's Auxiliary to 
the Contra Costa County Medical Society held its first 
meeting after vacation Tuesday, September 12, at the 
home of the secretary, Mrs. W. S. Lucas, with Presi- 
dent Mrs. U. S. Abbott presiding. 


The regular business was conducted, and a very 
interesting letter from the state president, Mrs. A. M. 
Henderson, regarding the national convention at Mil- 
waukee, was read. 

Following the business meeting, vocal solos by Mrs. 
Stauffer of Pittsburg were rendered, and an excellent 
paper on Does a Man Who Is Sick Need a Doctor by 
Mrs. S. N. Weil of Rodeo. Refreshments were then 
served by the hostess, with the doctors joining later. 


(Mrs. C. R.) Littran M. Brake, 
Publicity Chairman. 
7 7 y 


Mendocino County—On August 16 the second meet- 
ing of the Mendocino County Auxiliary was held at 
Navarra Fairhills Ranch, Philo, when the members 
were luncheon guests of Mrs. Robert E. Gleason. 
Mrs. Gleason is a daughter of Mrs. Thomas J. Clark 
of Oakland, second vice-president of the State Aux- 
iliary, and a niece of Mrs. Lewis H. Dyke, also of 
Oakland, and past district councilor for the seventh 
district. It was the good fortune of the Mendocino 
County unit to have present both Mrs. Clark and Mrs. 
Dyke, who gave practical talks on What a County 
Auxiliary May Accomplish, and advice gathered from 
their experience as to ways in which a new organiza- 
tion may be interesting to its members and useful to 
the medical profession. 


Luncheon served on the veranda gave an enchant- 
ing view of mountains and redwoods, which lingers in 
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the memory of those present. The business meeting 
was held on the lawn. Mrs. Gleason was unanimously 
elected vice-president, the other officers previously 
elected being Mrs. Ruggles A. Cushman, president, 
and Mrs. Rudolph Toller, secretary-treasurer. It was 
voted to invite wives and eligible relatives of Lake 
County physicians to join this auxiliary. A Committee 
on Constitution and By-Laws was appointed, consist- 
ing of Mrs. Robert Gleason, Mrs. Paul J. Bowman, 
and Mrs. Raymond Babcock, to report at the next 
meeting. It was voted that at least four meetings of 
the auxiliary be held each year, the time and place 
being left open, subject to favorable conditions. 


> * * 


On August 27 the third meeting of the auxiliary was 
held in conjunction with the meeting of the county 
medical society in Fort Bragg, with dinner served at 
the Hotel Windsor at 1:30 p. m., after which the 
women adjourned to the home of Mrs. Royal Scudder. 
Mrs, Paul J. Bowman and Mrs. H. H. Wolfe acted 
with Mrs. Scudder on the Program and Entertain- 
ment Committee. 

Mrs. Gleason, chairman of the Committee on Con- 
stitution and By-Laws, submitted a report, which was 
unanimously adopted, after which the election of 
officers and business of the previous meetings were 
ratified. 

Mrs. Fred H. Kruse of San Francisco, whose hus- 
band was speaker of the day for the medical society, 
was an honored guest of the auxiliary. 

The program and entertainment for the day con- 
sisted in a tour of the gardens, Mrs. Bowman, Mrs. 
Wolfe, and Mrs. Scudder, the wives of resident phy- 
sicians, seeming to be engaged in friendly rivalry in 
producing rare plants and flowers of unusually bright 
color. Climate and soil seem impartially in favor of 
all three, and the results are a study in varieties and 
effects. A late luncheon was then served at the home 
of Mrs. Scudder, assisted by Miss Scudder. 

The auxiliary is happy to announce it now has 
fifteen members, and believes it is unique in having 
more members than has its county medical society 
(omitting the society’s members from Lake County). 
This is explained by the fact that, in addition to the 
wives of all members, the auxiliary has the daughter 
and the widow of a physician. 


Mrs. Ruccies A. CusHMAN, President. 


v 7 7 


Sacramento County—The September meeting of the 
Sacramento County Auxiliary was held at the home 
of Mrs. A. K. Dunlap, with a large attendance of 
members. 

A short business meeting was held. The outstand- 
ing accomplishment was the approval of a library at 
the County Hospital. Dr. Leo Farrell, the superin- 
tendent, has agreed that the plan be adopted and that 
books will be kept in each of the thirteen wards 
instead of housing them in one central place. A num- 
ber of books have already been donated for this pur- 
pose to our president, Mrs. Scatena. 

Mrs. A. M. Henderson, our new state president, 
gave a most interesting report of her trip to the 
national convention in Milwaukee, which was thor- 
oughly enjoyed by all and made each listener feel the 
sincerity of the ideals of the auxiliaries’ effort. 

The hostess, Mrs. Dunlap, was assisted by Mes- 
dames E. O. Brown, T. Binkley, Frank McDonald, 
F. Krull, and Leo Farrell. 


v 7 7 


San Diego County.—The San Diego County Auxiliary 
held its first meeting of the fall in September. The 
meeting was very well attended. The program was 
given by Dr. W. W. Roblee, councilor for the ninth 
district, California Medical Association. His subject 
was, What a Doctor’s Wife Should Know About Her 
Husband’s Profession. He gave many suggestions as 
to how a wife could aid in her husband’s work. The 
women present went home inspired to be of more 
assistance to their husbands. 
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NEVADA STATE MEDICAL 
ASSOCIATION 


D. A. SMITH, Mina ........ 

E. E. HAMER, Carson City... 
J. N. VAN METER, Las Vegas 
W. H. FROLICH, East Ely 
HORACE J. BROWN, Reno 


President 
President-Elect 

First Vice-President 
Second Vice-President 
...secretary-Treasurer 


THIRTIETH ANNUAL SESSION OF THE 
NEVADA STATE MEDICAL 
ASSOCIATION 


First Day’s Meetings—September 29, 1933 


The thirtieth annual meeting of the Nevada State 
Medical Association was held in Las Vegas, and was 
called to order in the Sal Sagev Hotel at 9:45 a. m. 
by the president, O. Hovenden of McGill. In_ his 
address of welcome the president expressed his ap- 
preciation of the goodly number present, and wished 
for all a pleasant and profitable session. 


SCIENTIFIC PROGRAM 


The scientific program was then taken up, and was 
as follows: 

W. A. Shaw, Reno, read a paper on Unusual Em- 
bryonal Developmental Error. Discussed by R. W. 
Martin, Francis J. Morley, and Horace J. Brown. 
Discussion was closed by W. A. Shaw. 

James F. Percy, Los Angeles, read a paper on The 
Proper Technique in Employing the Actual Cautery. 
Discussed by E. F. Root. Doctor Percy closed the 
discussion, 

George Warren Pierce, San Francisco, read a paper 
on The Practical Application of Reconstruction Surgery. 

C. G. Toland, Los Angeles, read a paper on A Résumé 
of Goiter. Discussed by Miley B. Wesson. Discussion 
was closed by Doctor Toland. 

This completed the scientific session for the day 
and, after serving of refreshments, lunch was served 
for the physicians and their ladies at the Apache Café. 


BUSINESS SESSION 


The business meeting was called to order by Presi- 


dent Hovenden at 8:20 p. m. On motion of D. A. 
Turner, seconded by A. C. Olmsted, the reading of 
the minutes of the last meeting was dispensed with. 

The Delegate to the American Medical Association 
reported that he was unable to attend the annual meet- 
ing of that association and, as no one from Nevada 
was in attendance, no report could be made. 

The Necrology Committee 
deaths since the last meeting: 


P, De M. McLeod, Tonopah. Died January 8, 1933. 
Born 1869. Graduate of Harvard University Medical 
School, Massachusetts. 

Arthur L. Grover, Reno. Died January 28, 1933. 
Born 1876. Graduate of Harvard University Medical 
School, Massachusetts, 1903. 

John Tees, Reno. Died February 3, 1933. Born 
1871. Graduate of McGill University, Quebec, Canada. 

Wales A. Haas, Boulder City. Died March 6, 1933. 


Graduate of University of California Medical School, 
1926. 


reported the following 


7 7 A 


The following In Memoriam was read and ordered 
incorporated in the minutes: 


Today we formally and reverently mourn our dead. 
In the midst of useful lives, seasoned by high intelli- 
gence, and experience, that grim reaper, whose name 
is Death, sought them for his own. Thus it has ever 
been. The young and the old, t’ '. 


ich and the poor 
‘ a : 
the good and the bad, the prince’ “ad the pauper—all 


alike have obeyed the inevitable summons. Such is 
the Divine decree. Birth and death are creation’s law, 
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one generation born with the urge of life only to be 
succeeded by another generation with the same impel- 
ling urge. The milestones of life are naught else but 
the generations of men that once lived and carried 
forward the march of progress. 

As we look down the dim vista of the past, we can 
see the successive epochs of progress which our for- 
bears have achieved for us. And in generations to 
come our posterity possibly will sing our paeans of 
praise and recount what you and I have done in our 
day and generation to make the world better and 
happier for those who follow us. 


After all, life is but a workshop and when the work 
is assumed with pleasure, it is as the poet wrote: 
“Let me live in my house by the side of the road 
Where the race of men go by— 
They are good, they are bad, they are 
strong, 
Wise, foolish,—so am I. 
Then why should I sit in the scorner’s seat 
Or hurl the cynic’s ban? 
Let me live in my house by the side of the road 
And be a friend to man.” 


weak, they are 


As we near the approach to the sunset gate, we 
realize that life is a divine gift—a gift with a purpose. 
The purpose is, we do our part. After this is done 
there is sweet contemplation that today we have done 
our best, and it shall be as the gifted Tennyson wrote: 

“Sunset and evening star, 

And one clear call for me! 

And may there be no moaning of the bar 
When I put out to sea. 

But such a tide as moving seems to sleep, 
Too full for sound and foam. 

When that which drew from out the boundless deep 
Turns again home. 

Twilight and evening bell, 

And after that the dark! 

And may there be no sadness of farewell, 
When I embark; 

For tho’ from out the bourne of time and place 
The flood may bear me far, 

I hope to see my Pilot face to face 

When I have cross’d the bar.”’ 

The Membership Committee proposed the names of 
the following registered physicians: Robert Fenlon, 
Searchlight; M. L. Herzig, Las Vegas; Don G. Lyn- 
walter, Schurz; F. W. Samuels, Reno; Richard Scho- 
field, Boulder City; Robert A. Peers, Colfax, Calif. 

On motion of M. A. Robison, seconded by J. N. 
Van Meter, these physicians were unanimously elected 
to membership. 

Honorary Members—Moved by W. A. Shaw, sec- 
onded by Fleet H. Harrison, that C. G. Toland, 
William H. Daniel, John C. Wilson, and Burnett W. 
Wright be made honorary members. Motion carried 
unanimously. 

Federal Emergency Relief Administration —The secre- 
tary called attention to the rules and regulations of 
No. 7 of the Federal Emergency Relief Administra- 
tion, which provides for medical care in the home to 
those receiving unemployment relief. 

Northwest Medical Association—Dr. E. F. Root of 
Salt Lake City, Utah, presented an invitation from the 
Pacific Northwest Medical Association to the mem- 
bers of this Association to participate in the annual 
meetings. He stated that the fee is $5 per day or $15 
for the entire meeting for those who attend the meet- 
ing, and that there is no fee for those not in attend- 
ance. Moved by M, A. Robison, seconded by M. L. 
Herzig, that the invitation be accepted, and that the 
secretary notify all of our members. Motion carried. 

Doctor Root then informed the members that Ne- 
vada is entitled to three members on the Board of 
Directors, and requested that one be elected for three 
years, one for two years, and one for one year. The 
following were elected to serve: Horace J. Brown, for 
three years; Richard Ostler Schofield, for two years; 
and C. E. Secor, for one year. 

Election of Officers. — The following officers were 
elected for the ensuing year: President-elect, E. E. 
Hamer of Carson; first vice-president, J. N. Van 


Meter of Las Vegas; second vice-president, W. H. 
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Frolich of East Ely; secretary-treasurer, Horace J. 
Brown of Reno. Trustee for three years, D. A. Turner 
of Reno. Delegate to the American Medical Associ- 
ation, Horace J. Brown of Reno. Alternate delegate 
to the American Medical Association, Fleet H. Har- 
rison of Minden. 

Place of Next Meeting—D. A. Turner moved, sec- 
onded by W. A. Shaw, that the next annual meeting 
be held at Bowers Mansion, Reno. Motion carried. 

Vote of Thanks to Clark County Medical Society.— 
M. A. Robison moved that a vote of thanks be ex- 
tended to the Clark County Medical Society for the 
very excellent manner in which they had arranged for 
the meeting and the wonderful entertainment pro- 
vided; and that the secretary write a letter to that 
effect to the Clark Couny Medical Society. Seconded 
by D. A. Turner. Motion carried. 

R. W. Martin, president of the Clark County Medi- 
cal Society, expressed the appreciation of that society 
and extended a cordial invitation to the Association 
to return to Las Vegas for another meeting at any 
time we might see fit. 

The meeting adjourned 
following day. 


until 9:25 a.m., for the 


Second Day’s Meeting 


The meeting was called to order on September 30 
at 9:25 a. m. by President O. Hovenden, and the scien- 
tific program was continued. 

William H. Daniel of Los Angeles read a paper on 
The Operability and Treatment of Rectal Cancer. Dis- 
cussed by James F. Percy. Discussion was closed by 
William H. Daniel. 

John C. Wilson of Los Angeles read a paper on 
Fractures About the Elbow Joint. Discussed by R. R. 
Craig and R. O. Schofield. Discussion was closed by 
John C. Wilson. 

3urnett W. Wright of Los Angeles read a paper on 
Stone in the Kidney. Discussed by Miley B. Wesson 
and R. O. Schofield. Discussion closed by Burnett W. 
Wright. 

Eugene S. Kilgore of San Francisco read a paper 
on Some Newer Concepts of Coronary Disease. Dis- 
cussed by J. N. Van Meter. Discussion was closed by 
Eugene S. Kilgore. 
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This closed the scientific session, and at this time 
the president introduced D. A. Smith of Mina, the 
incoming president, who responded with a few well- 
chosen remarks. 

There being no further business to come before the 
Association the meeting was adjourned sine die. 
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Nevada Members in Attendance.— The following 
members were in attendance at various times during 
the meeting: Horace J. Brown, R. Balcom, R. R. 
Craig, W. H. Frolich, M. L. Herzig, D. J. Hurley, 
leet H. Harrison, O. Hovenden, Don G. Lynwalter, 
R. W. Martin, Francis J. Morley, Forest R. Mildren, 
V. A. Muller, A. C. Olmsted, M. A. Robison, W. A. 
Shaw, D. A. Smith, R. O. Schofield, C. E. Secor, D. A. 
Turner, J. N. Van Meter. 

Honorary Members and Visitors in Attendance.—The 
following honorary members and visitors were also 
present at various times during the meeting: William 
D. Donoher, William H. Daniel, William T. Burton, 
R. R. Hampton, Frank J. Janssen, J. M. Kehoe, S. G. 
Kahn, Hale B. Slavin, J. N. McDaniel, E. S. Kilgore, 
E. D. Lecompte, D. K. Pischel, James F. Percy, 
George Warren Pierce, E. F. Root, C. G. Toland, 
Miley B. Wesson, R. Woolsey, B. Wright, C. W. 
Woodbury, John C. Wilson, and Mr. J. W. Reeve. 


Horace J. Brown, Secretary-Treasurer. 

















































COMPONENT COUNTY MEDICAL 
SOCIETIES 
WASHOE COUNTY 


Washoe County Medical Society held its regular 
monthly meeting on October 10 in the State Building, 
Dr. A. R. DaCosta, president, in the chair. The appli- 
cation of Dr. Rodney Elbridge Wyman, which had 
been read and referred to the Board of Censors at 
the last meeting, was reported upon and Doctor 
Wyman was unanimously received into the society. 

Doctor Walker, Reno public school health officer, 
gave a short talk on the necessity of an organized 
medical effort for examinations of children in the 
public schools of Reno. Doctor DaCosta appointed 
Doctors Maclean, Muller, and Walker to confer and 
report at the next meeting. 

Doctor Brown, secretary of the Nevada State Medi- 
cal Association, was called upon and he gave a résumé 
of the annual meeting of the state society which was 
recently held in Las Vegas. Doctor Brown said that, 
in his opinion, this meeting was equal to the very 
best meeting ever conducted under the state medical 
society. The splendid reception given the physicians 
and their wives was cordial in the extreme. The visit 
to the Boulder Dam, the greatest engineering project 
in the world, was commented upon, the dam being 
greater than any of the seven wonders of antiquity. 
Doctor Brown said the next meeting of the Nevada 
State Medical Association would be held at Bowers 
Mansion, and that a concerted effort on the part of 
the local profession would be made to make the next 
meeting the best in the point of social effort and scien- 
tific entertainment ever held within the history of the 
society. 

Doctor Hund made a report on the nurses” direc- 
tory, but owing to the limitation of time, he asked that 
he be assisted by Doctors Walker and Bart Hood 
to complete the report, 

The secretary then read a notice which he will offer 
again at the next meeting of the society for adoption 
or rejection. It consisted of four parts: first, placing 
the treasurer under bonds and providing for auditing 
the books by a committee each year; second, making 
the annual dues $10; third, appointing county dele- 
gates to attend the state medical society; and, fourth, 
changing the by-laws, eliminating a ten-day previous 
notice by making two readings in succession of pro- 
posed change at regular society meetings, and a ma- 
jority vote for amendment instead of a two-thirds 
vote. 

The essayist of the evening was Dr. Lawrence Par- 
sons, pathologist at Saint Mary’s Hospital. He spoke 
on The Leukocyte Count in Infections, A brief historical 
summary was given leading up to the present classifi- 
cation of the leukocytes into granulocytes, monocytes 
and lymphocytes, the names of Hewson, Virchow, 
Cohnheim, and Ehrlich being mentioned in this con- 
nection. Physiological leukocytosis was briefly dis- 
cussed, and it was brought out that the so-called 
digestive leukocytosis is probably due to other factors, 
mention being made of the work of Garrey at Vander- 
bilt University. Pathological leukocytosis was divided 
into noninfective and infective forms. Particular em- 
phasis was laid upon the importance of the variations 
in the morphology of the neutrophil nucleus in infec- 
tion, toxemia, and cachexia. The work of Arneth, 
Schilling, Cooke, and Ponder, and more recently the 
simplified filament-nonfilament count of Farley and 
St. Clair, was discussed. A chart'representing the de- 
velopment of the neutrophil was used to illustrate the 
subject. A brief discussion of the clinical importance 
of neutropenia was given, and the paper concluded by 
presentation of illustrative case histories showing the 
value of the Schilling and filament-nonfilament counts 

in surgical conditions. 


Tuomas W. Batn, Secretary-Treasurer. 





A Morbidity Registration Area—The United States 
Public Health Service has been making preparations 
for the establishment of a morbidity reporting area. 
During the past two years they have employed several 


CALIFORNIA AND WESTERN MEDICINE 











Vol. XX XIX, No. 5 





methods for determining the completeness of report- 
ing in the several states. The requirements for ad- 
mission to the morbidity-reporting area adopted by the 
Public Health Service and approved by the Confer- 
ence of State and Territorial Health Officers June, 
1931, were as follows: 

1. The state must be included in the registration 
area for births and deaths. 

2. There must be adequate legislation to enforce 
reporting. 

3. There must be machinery for securing reports 
and keeping records. 

4. There must be a clerical force to do the work 
required. 

5. There must be willingness to codperate in efforts 
to secure more nearly accurate and complete reports 
of the notifiable diseases. 

6. The state must secure reports of at least as many 
cases per death as the average number reported by 
states in the registration area for deaths for the preced- 
ing three years for five diseases—diphtheria, measles, 
scarlet fever, typhoid fever, and whooping-cough. For 
the year 1930, twenty-four states were rated as stand- 
ard, and for 1931 there were twenty-six. California 
has rated standard both years; her rating for 1930 
(based on 1927, 1928, 1929 data) was 151 per cent with 
100 as the passing mark. 





The Founding of the University of Wiirzburg.—During 
the middle of May, special ceremonies were begun at 
Wiirzburg in commemoration of the founding of the 
university in 1582 by the bishop-prince Julius Echter 
v. Mespelbrunn. One cannot think of the university 
without recalling the Julius Hospital, which the bishop- 
prince established a few years before the university 
was founded, although the original hospital structure 
has not been preserved. This hospital, with its beau- 
tiful old garden, its old pharmacy typifying an early 
rococo style of achitecture, and its wine cellar of in- 
ternational fame, seems to breathe the spirit of the 
chief city of Lower Franconia; the fantastic baroque 
mingled with the more somber aspects of medicine. 

The university owes its fame chiefly to the faculty 
of medicine, along with the department of the nat- 
ural sciences. From this city, in which Albertus 
Magnus and Paracelsus spent some time, sprang some 
of the greatest names in the medicine and surgery of 
this period: the archeologist Athanasius Kircher, who 
searched for the causative agent of the plague; the 
families that produced so many eminent anatomists 
and surgeons: v. Siebold, D6dllinger, Virchow, which 
latter established the Julius Hospital, the first path- 
ologic institute in Germany; E. v. Bergmann, Franz 
Hofmeister, Leube, and the great professor of otology 
Anton v. Troéltsch. Other famous names are Haeckel, 
the zodlogist v. Leydig, the botanist Julius Sachs, the 
chemist Emil Fischer and Roentgen. Many others 
have achieved fame in the field of natural sciences ; 
Journal of American Medical Association, Vol. 99, No. 3. 





Red Cross Nursing Service—No part of the United 
States is left uncovered by the Red Cross Nursing 
Service, which is the reserve, in times of war, of the 
Army and Navy. In its enrollment are 3,000 active 
graduate nurses, the flower of their profession, of 
which 1,400 serve as volunteers on the 200 local com- 
mittees charged with the duty of recruiting nurses for 
the American Red Cross. In every disaster the Red 
Cross nurse is among the first to arrive upon the 
scene. Her very presence calms and steadies the terri- 
fied victims. Her skilled hands minister to their inju- 
ries. Throughout the period of disaster relief in Long 
Beach, following the earthquake of March 10, 1933, 
689 Red Cross nurses served as full-time volunteers in 
this fashion. 

During the past year 1,611 Red Cross nurses were 
authorized to teach the course known as Home Hy- 
giene and Care of the Sick, a total of 58,500 individuals 
benefiting by this valuable instruction. 
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NEWS 


Coming Meetings. 

American Medical Association, Cleveland, Ohio, June 
11 to 15, 1934. Olin West, M.D., Secretary, 535 
North Dearborn Street, Chicago, Illinois. 

California Medical Association, Riverside, April 30 
to May 2, 1934. Emma W. Pope, M.D., Secretary, 
2004 Four Fifty Sutter, San Francisco. 


Medical Broadcasts.* 


American Medical Association Health Talks. — The 
American Medical Association broadcasts on Tuesdays 
and Thursdays from 9:15 to 9:20 a.m., over Station 
WBBM (770 kilocycles, or 389.4 meters). 

There is also a fifteen-minute talk, sponsored by the 
Association, on Saturday mornings from 9:45 to 10 
o’clock over Station WBBM. 
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San Francisco County Medical Society —The San Fran- 
cisco County Medical Society broadcasts every Tues- 
day from Station KFRC, 4 to 4:15 p. m., and over 
Station KJBS from 11:15 to 11:30 a. m. 

Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of November is as 
follows: 

Tuesday, November 7—KFI, 10:15 to 10:30 a. m., 
and KECA, 9:30 to 9:45 a. m. Subject, Regular 
Health Examinations for Children. 

Tuesday, November 14—KFI, 10:15 to 10:30 a. m., 
and KECA, 9:30 to 9:45 a. m. Subject, Good and 
Bad Posture in Children. 

Tuesday, November 21—KFI, 10:15 to 10:30 a. m., 
and KECA, 9:30 to 9:45 a. m. Subject, ‘Childhood 
‘Tuberculosis. 

Tuesday, November 28—KFI, 10:15 to 10:30 a. m., 
and KECA, 9:30 to 9:45 a. m. Subject, Why X-Ray 
and Laboratory Tests? 





Symposium on Heart Disease—The Heart Com- 
mittee of the San Francisco County Medical Society 
will hold a two-day postgraduate teaching course on 
heart disease, and has scheduled the meetings as 
follows: 

San Francisco Hospital 
vember 22, 

Stanford University Hospital— Wednesday after- 
noon, November 22. 





Wednesday morning, No- 


University of California Hospital—Thursday morn- 
ing, November 23. 

San Francisco Department of Public Health—Thurs- 
day afternoon, November 23. 

San Francisco County Medical Society—Thursday 
evening, November 23. 

Preliminary arrangements include a symposium on 
arterial hypertension at the San Francisco Hospital, 
conducted by members of the visiting staff. The meet- 
ing at the Department of Public Health will be de- 
voted to a discussion of the public health aspects of 





*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (giving 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


heart disease, especially cardiac morbidity, and prob- 
lems relating to the cardiac school child. The evening 
meeting on Thursday will be in the nature of a clinical 
pathological conference on heart disease, and a dis- 
cussion on surgery of the heart. 

There is no fee in connection with the symposium, 
and all doctors who are interested are welcome to 
attend. All who desire programs should notify the 
secretary, Dr. J. Marion Read, 490 Post Street, San 
Francisco, 


International Union Against Tuberculosis.—The 
annual meeting of the council of the International 
Union Against Tuberculosis, whose chairman is Pro- 
fessor Nolen (Netherlands), was held in Paris on 
Saturday, July 22. Delegates from fourteen countries 
attended this meeting. At 10 a. m. administrative 
session took place at the Headquarters of the Union, 
66 Boulevard St-Michel, Paris. It was decided that 
the conference of the International Union would be 
held in Warsaw on September 4, 5, and 6, 1934, and 
that the three following subjects, selected from a list 
of questions submitted by the various countries be- 
longing to the Union, would be entered on the agenda: 

Jiologic subject: Biological variations of the tuber- 
cle virus. Opening report by Professor Karwacki of 
Poland. 

Clinical subject: The various forms of osteo-articular 
tuberculosis and their treatment. Opening report by 
Professor Putti of Italy. 

Social subject: The utilization of dispensaries for 
the treatment of tuberculous patients. Opening report 
by Prof. Leon Bernard of France. 

Mr. John A. Kingsbury of the United States will 
give a lecture on methods in further control of tuber- 
culosis; report upon an experiment in a rural area 
characterized by a low tuberculosis rate. According 
to the plan followed at Oslo and at The Hague, ten 
speakers, selected from different countries, will be 
designated to open the discussion on each of the three 
main subjects. 

The National Tuberculosis Association, 450 Seventh 
Avenue, New York, is arranging for a special party 
to the Warsaw meeting, and those desiring to travel 
with this group to the meeting may secure further 
information from the Association. 


University of California Physician Is Speaker Be- 
fore Southern Groups.—Dr. William J. Kerr, pro- 
fessor of medicine in the University of California 
Medical School, San Francisco, has returned from a 
week’s trip to Southern California, where he addressed 
several groups on medical subjects. This was done, 
according to Dean Langley Porter, as a part of the 
University’s program to present recent work of the 
Medical School to the physicians and surgeons of the 
state. 

He was the guest speaker before the San Diego 
Academy of Medicine, his topic being “Diseases of the 
Liver, with Special Reference to the Value of Func- 
tional Tests.” Before this same body he also spoke 
on “Clinical Observations on Deficiency Diseases.” 

In Los Angeles he addressed the Premedical As- 
sociation of the University of California at Los Ange- 
les, and gave the opening address of the school year 
to the students of the University of Southern Cali- 
fornia Medical School on Medical Education. Before 
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the College of Medical Evangelists, at the White 
Memorial Hospital, he talked on “Heart Murmurs.” 

His last address of the trip was before the Los 
Angeles County Medical Association, where, as guest 
speaker, he gave a paper on “Clinical Application of 
Methods for Testing the Functional Capacity of the 
Liver.” 


Cancer Commission Meeting.—The Cancer Com- 
niission, at its meeting in Santa Barbara, approved 
the holding of a mid-winter pathological and x-ray 
conference at Highland Hospital in Oakland, Satur- 
day, December 16, at 8 a. m. 


New Specialist on Whooping Cough to Do Research 
at University of California.—The staff of the depart- 
ment of bacteriology on the Berkeley campus of the 
University of California has been augmented by the 
addition of a new research worker who will collabo- 
rate with Associate Professor A. P. Krueger in studies 
of whooping cough. 

The new arrival is Dr. John Miller, graduate of 
Stanford Medical School and former resident phy- 
sician in pediatrics at the University of California 
Hospital. For the past year Doctor Miller has been 
conducting research at the Staats Seruminstitut in 
Copenhagen on the subject of whooping cough. He 
was sent there as a National Research Council Fellow, 
and has come to the University of California in a like 
capacity. 

Among the reasons for selecting the Berkeley 
campus to Carry on his studies, Doctor Miller lists 
the fact that much work has already been done there 
in his special field. A few months ago Professor 
Krueger succeeded in developing a vaccine known as 
Krueger's Pertussis Endoanyicen, which has given 
better results in the treatment of whooping cough 
than any other vaccine yet tried. The first test series 
of cases demonstrated that this new vaccine yielded 
good or excellent results almost twice as often as did 
the old type of vaccine. Of equal importance was the 
fact that this Krueger vaccine is apparently free from 
local or constitutional effects except on whooping 
cough. 


University of California Alumni Day.—The semi- 
annual alumni day of the University of California 
Medical School will be held on Friday, November 24, 
at the University of California Hospital, Parnassus 
and Third avenues, San Francisco. 

The morning session is as follows: 

8 :30-11:30—Operative Clinics. 
General Surgery and Neurosurgery—Dr. 
C. Naffziger and staff. 

Gynecology—Drs. Frank W. Lynch and Alice F. 
Maxwell. 

Urology—Drs. Frank Hinman, Sidney Olsen, and 
Clark M. Johnson. 

Otorhinolaryngology—Dr. Wallace B. Smith. 

Ophthalmology—Dr. Joseph L. McCool. 

Orthopedic Surgery—Dr. LeRoy C. Abbott and 
staff. 

10-12—Pediatric Ward Rounds. H Ward. 

Dr. Francis S. Smyth and staff. 
9-11:30—Medical Staff Conference. Toland Hall, Uni- 

versity Hospital. 

Demonstration of Various Endocrine Conditions— 
Dr. Hans Lisser. 

Discussion by Drs. Wallace I. Terry, Howard C. 
Naffziger, Charles L. Connor, and William J. 
Kerr. 

11:30-12—Visiting Tour of University Hospital, New 
Out-Patient Department and Hooper Foundation. 
The staff and senior students will guide alumni 
and visitors about the San Francisco campus. 

12-1:30—Buffet Lunch. Faculty Club, University Hos- 

pital. 
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Program of the afternoon session, in Toland Hall, 
University Hospital, Dean Langley Porter, pre- 
siding. 

2-4—Discussions and Demonstrations. 

Studies on the Etiology of Rheumatic Fever—Drs. 
James F. Rhinehart and Stacy R. Mettier. 

Etiology of the Common Cold—Dr. William J. 
Kerr. 

Interesting Studies on Allergy—Dr. William C. 
Deamer. 

The Development of Ideal Anesthesia—Dr. Chaun- 
cey D. Leake. 

What a Medical Center Can Mean to the Man in 
Practice—Dr. J. Homer Woolsey. 


4—Annual Alpha Omega Alpha Lecture. 


Topic and speaker to be announced later. 


CORRESPONDENCE 





Subject of following letter: Request by State Medi- 
cal Library for codperation in carrying on its work. 


When Is Your Journal Due? 


To Whom It May Concern: 


Will all those who are dilatory in the matter of 
returning borrowed material to the State Medical 
Library please read what is to follow? This is not 
intended for the majority, for they are prompt and 
considerate both in returning material and in paying 
postage remittances. This is, rather, for those few 
borrowers who have failed in any or all of the follow- 
ing requirements: 

1. To return borrowed material when due. 

2. To notify the library before the due date if it is 
impossible to return the material then, with reasons 
for such delay. 

3. To pay the postage due when material is re- 
turned if a deposit has not already been paid. 

This is an urgent plea. The State Medical Library 
can give prompt service when promptness is, in turn, 
given it. If you keep us waiting, we of necessity are 
compelled to keep others waiting. Some time this may 
be you. And, incidentally, you do not receive the 
material so regularly nor in such quantities as you 
might wish, because of that very reason. 

And the State Medical Library is not responsible for 
postage, and by law is forbidden to expend public 
moneys therefor. 

We thank you! We shall be grateful if you who 
may be dilatory will turn over many new leaves. With 
your cooperation our service to you and to others will 
increase, we trust, a hundredfold. 

Remember, the date due is told you for a reason. 
You will find it on the card sent out with the journal, 
and, in cases of necessity, on the journal itself. 

737 North Broadway, Los Angeles. 

Gratefully and sincerely, 
STATE MEDICAL LIBRARY, 
By Marjorie Urr, 


Subject of this letter: Insurance fakir. 

To the Editor:—A man giving the name of L. H. 
Freeman, but alleged to be the same party going 
under the name of Dr. Osmond in serving a sentence 
in San Quentin, has been calling on doctors in this 
vicinity and representing himself as an agent of the 
Colonial Mutual Life Association, with instructions to 
appoint medical examiners. 

Freeman endeavors to induce the doctor to sign an 
application for insurance on his own life, for which 
he collects from $10 to $30, assuring them this is suffi- 
cient to cover from one to three years’ premium and 
in consideration of which he is reported to make the 
appointment of the. applicant as a medical examiner 
for this company. 

It is suggested that any doctor on whom Freeman 
might call make an appointment with him for some 
subsequent time, getting in touch with our office at 
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Mutual 2079, Los Angeles, in order that we may take 
the necessary steps to be in the doctor’s office and 
receive Mr. Freeman when he undertakes to fill the 
appointment. 

Any service you may render us in this respect will 
be highly appreciated. 

(Signed) CotonraL Murua Lire ASssociaTION. 
By M. T. Emanuel, 
Assistant Secretary. 
337 South Hill Street, Los Angeles. 


Subject of following letter: Fraudulent saleswoman 
of gowns. 


To the Editor:—\ have for some time felt that | 
should ask you to make announcement, through your 
proper columns, regarding what seems to be fraudu- 
lent sale of doctors’ and nurses’ gowns. About Sep- 
tember 1 a woman, well dressed, with a pleasant line 
of sales argument, came to the Medico-Dental Build- 
ing of San Jose and took orders for nurses’ and doc- 
tors’ gowns. The price was very attractive, being less 
than half the usual price of such wearing apparel. For 
cash she reduced the price 10 per cent, making the cost 
of an excellent doctor’s gown $1.35. She also stated 
that if we put in a larger order prior to September 15, 
we would still be receiving the same low price at that 
date. I purchased one gown at that price. 

The woman was about forty-two years of age. She 
gave evidence of acquaintance with our relatives and 
friends, and implied a San Jose residence. No gowns 
have yet arrived. Word from the Denver Chamber 
of Commerce says there is no such company in 
Denver, she having claimed to represent the Excello 
Uniform Company of Denver. 

We are out our purchase price of the gowns and 
we have no gowns. The saleswoman has never re- 
turned and we do not know where to find her. Per- 
haps you can locate her and suggest to her a more 
honest way of employment. 

Peter A. Jorpan, M. D. 

910 Medico-Dental Building, San Jose. 


Subject of this letter: A communication from the 
American Social Hygiene Association concerning a 
film—“Damaged Lives.” 

To the Editor:—As you know, the American Social 
Hygiene Association has agreed to lend its auspices to 
a film to be shown commercially, entitled “Damaged 
Lives,” and we have written a scientific talk to go 
with the film dealing with what our special com- 
mittee believes the public should know about syphilis 
and, incidentally, gonorrhea. 

Mr. J. Frank Shea, Pacific Palisades, Los Angeles, 
California, is the representative of the Weldon Pic- 
tures Corporation for planning the showings of this 
film in the following areas: California, Washington, 
Oregon, Colorado, New Mexico, Arizona, Utah, and 
Montana. I have told him that I felt confident you 
would do everything you properly could to aid him 
in bringing this picture to the attention of the public 
as a mass education project conducted upon conserva- 
tive and ethical lines. 

.. Anything you may do, of course, will be greatly 
appreciated by the officers and staff of this Association. 
Cordially yours, 
Wi.iiAM F. Snow,* 
General Director. 
450 Seventh Avenue, New York City. 


Subject of this letter: A communication from the 
Director of Public Health of San Francisco, regarding 
“Body and Health” radio broadcasts. 

To the Editor:—While broadcasting a few nights 
ago on the Safety Program of the California Auto- 
mobile Association, Mr. Arthur S. Garbett, Director 
of Education, Pacific Division, National Broadcasting 
Company, called my attention to a series of articles 

*Dr. William F. Snow resigned as Director of Public 
Health of the State of California to take over the director- 
ship of the American Social Hygiene Association. 
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sponsored by the University of California. The title 
of this series is “Body and Health.” These talks are 
given on Friday afternoons at 3:45 o’clock. 

After hearing the first speaker, Dr. Langley Porter, 
Dean of the Medical School of the University of Cali- 
fornia, I am convinced that every doctor should notify 
his patients of these lectures. Also the bulletins of 
the county medical societies should carry such notifi- 
cation of this series, which is so important to organ- 
ized medicine. 

It is my understanding that these talks are released 
through Stations KPO (San Francisco), KECA (Los 
Angeles), and KFSD (San Diego). I would suggest 
that notices of this series be placed in every clinic and 
every doctor’s office in these localities. 

Sincerely, 
J. C. Geicer, M.D., 
Director of Public Health, City and County 
of San Francisco. 


Subject of following letter: Some comments on 
what a State Board Examination reveals as lacking in 
the modern-day medical curriculum. 

To the Editor:—The subject of medical education is 
one that has received much thought and study the last 
few years. We have had discussions, outlines, and a 
few practical experiments in changing the didactic 
methods. It may be of some interest and probably 
some practical and definite help in some phases of this 
problem to get the viewpoint of, and to see the results 
of, our modern system evidenced to a member of the 
Board of Medical Examiners by the answers made to 
some of our written examinations. 

The July examination here in California—and I 
guess this is also true throughout the country—is 
taken largely by recent graduates, men who are just 
out of school, or who have just finished their intern- 
ship. The results of five years’ study are not entirely 
revealed by the final grade. Some answers provoke 
smiles, some guffaws, and some, I am sad to say, a 
question as to what in the world our medical schools 
are teaching and are not teaching. It has been inter- 
esting to the writer to find out that myopia is the most 
common cause of preventable blindness. He smiles to 
himself when he reads that the way to control a 
typhoid epideme in a community is to isolate the case 
and report it to the health officer and let him attend 
to further details. You can almost snicker when you 
are told that birth control is one of the ways of re- 
ducing the mortality rate among children under the 
age of six years. I am violating no confidence, I am 
sure, when I report this answer to the following ques- 
tion: “What are the regulations in California regard- 
ing the dispensing of veronal, barbital and their de- 
rivatives?” The answer was: “The doctor may not 
prescribe these to anyone who, in his judgment, might 
use them to commit suicide. He may administer them 
to the patient himself if considered necessary.” 

There are, however, two elements in our modern 
medical education shown by other types of answers 
that must be met squarely by the medical profession 
and indicate faulty education and a lack of instruction 
which should be corrected by the medical schools. 
That is speaking frankly, but I think the medical pro- 
fession will agree with me. In the first place, I feel 
that our medical schools are giving our young men 
an entirely wrong viewpoint of their future obliga- 
tions to themselves and their fellows. Again and again 
the “buck” was passed to child hygiene clinics when it 
comes to reducing infant mortality and other related 
problems of childhood. Why are we educating these 
young practitioners to refer their patients either to the 
health officer or to various child hygiene, prenatal, and 
child-guidance clinics? I grant you that these are of 
value. They have come into being because we prac- 
titioners have neglected the opportunity offered to us 
in our daily contact with people, especially with young 
mothers and their new-born children. 

I am not opposing clinics when properly controlled. 
It has been my privilege to co6perate with them, yet 
I feel that our young men should be trained to take 
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on this work individually in their own offices. There 
is no reason why they should not do so and receive 
at least a small remuneration for the valuable aid and 
advice they are giving. Why should they fail to culti- 
vate this fertile field that the medical profession has 
been so justly accused of neglecting? Has a full-time 
professorship brought about an economic myopia plus 
a clinic complex? 

A still more vital failure in our modern medical edu- 
cation is evidenced by the answers made to questions 
covering the dispensation of narcotics. Is it to be 
wondered at that so many of our young men run afoul 
of the narcotic agents when we see the following 
result of their medical education, or rather this lack 
of vital information in the handling of narcotics? 

One hundred twenty-one M. D.’s took the July ex- 
amination in San Francisco, Of this number, twenty- 
eight said that the treatment of narcotic addiction 
could be administered in the patient’s home; twenty- 
five thought it was perfectly legal to treat narcotic 
addiction in their own offices; seventy-six were en- 
tirely wrong, or were hopelessly “balled up’” on the 
provisions of the Harrison Narcotic Act—Exemptions 
1 and 2, Article 85. What is the matter with the medi- 
cal school or with the hospitals in which the recent 
graduate interns? These young men are all at sea 
when it comes to knowing whether they should keep 
records of narcotics dispensed or not. Nineteen of 
them apparently think the “Veronal Bill” is a federal 
statute and requires the use of a federal narcotic 
number. 

May I make this little comment in parenthesis: Ap- 
parently they are still teaching that the mere filtra- 
tion of water removes the typhoid bacillus. It is a 
long while, sad to say, since I went to school, but 
even in those benighted days we knew that filtration 
removed only the grosser particles of contamination. 
Prior to those times, they used to think that if water 
flowed for about a mile in the sunshine down the 
stream, it automatically purified itself and was fit for 
drinking water, in spite of any incidental contamina- 
tion in the watershed. Evidently that, too, is still 
being taught in our Class A schools. 

These are all matters that require no reconstruc- 
tion of the curriculum, require no new professors, but 
simply indicate that somebody has slipped up some- 
where in passing along vital information to the young 
men who are to be turned loose on the public. 

W. H. Geisrweir, Jr. 

Medico-Dental Building, San Diego. 


FEDERAL EMERGENCY 
RELIEF PLAN * 


Chairman Schaupp stated that the purpose of the 
meeting was the discussion of plans for the home care 
of persons on relief, that suggested plans might be 
submitted to the Emergency Relief Administrator, 
Mr. R. C. Branion. Doctor Schaupp stated that con- 
ferences had been held in San Francisco with Mr. 
Branion and that Doctor Kelly, chairman of the Coun- 
cil, would outline the results of such discussions. 
Doctor Kelly stated local medical organizations in San 
Francisco and Los Angeles had been working on rules 
governing relief; that Doctors Schaupp, Dickie, and 
he had spent much time in conference with Mr. 
Branion; and that immediate action on the part of the 
medical profession was necessary if medical men were 
to have a proper share in the formulation of the princi- 
ples governing such relief. Doctor Kelly then sub- 
mitted tentative principles which had been worked out 
for submission to Mr. Branion. The principles of the 
plan were then discussed. 

On motion of Reinle, seconded by Dukes, the Ex- 
ecutive Committee approved the following suggested 
plans for the home care of the unemployed on relief 
during the emergency period for submission to the 
California Emergency Relief Administration: 


* The following text is condensed from the Executive 


Committee minutes of August 19, 1933. For comment 
concerning this topic, see editorial section of this issue, 
page 340. 


Vol. XXXIX, No. 5 


1. Each local county medical society 
fully members of a committee or an individual whose 
duty it shall be to examine and make recommendations 
upon all medical reports and bills rendered for home 
medical care and drugs and whose recommendations 
the County Relief Committee will act upon. 

2. Each local county medical society will compile and 
maintain lists of all licensed doctors of medicine in each 
county who have signed a statement of their willingness 
to give service under this plan and to accept the fees and 
abide by the rules and regulations approved by the 
County Relief Committee and the representatives of the 
local county medical society. 

These lists shall be arranged according to the geo- 
graphical distribution of either the offices or residences of 
the physicians upon the lists and in such other order as 
may be determined upon in each county to assure proper 
rotation of case assignments. 

3. The ‘‘working list’’—the one from which case assign- 
ments are actually made—may be kept in the office of the 
local county medical society or the County Relief Com- 
mittee or at any other place designated by the County 
Relief Committee, if either of the foregoing offices is not 
the most suitable. 

4. All requests by patients for home visits by physicians 
must be made to a designated agent of the County Relief 
Committee and transmitted by him, if applicant is en- 
titled to care, through the proper channels to the phy- 
sician who is next in order for calls. 

5. All licensed doctors of medicine who signify their 
willingness to do this service will agree to make a report 
to the office of the County Relief Committee immediately 
after the first visit to a patient, said report to be in 
duplicate and upon a form approved by the County Relief 
Committee and the representatives of the local county 
medical society and which shall contain not less than 
(1) a tentative diagnosis; (2) a recommendation for clinic, 
home or hospital care; (3) if home care, the estimated 
duration of the illness and the probable number of visits 
required. One copy of each report will be kept in the 
office of the County Relief Committee and the other sent 
to the committee or individual selected by the local 
county medical society to examine all such reports. 

6. The committee or individual selected by the local 
county medical society will examine and pass upon all 
reports submitted and recommend their acceptance in 
whole or in part to the County Relief Committee. In the 
event of any difference of opinion between the representa- 
tives of the local county medical society and a physician 
making a report, the former shall consult with the latter 
before making a final recommendation. 

Each County Relief Committee will, in order that phy- 

sicians making the above reports may be released from 
the restrictions of professional confidence, insist that each 
applicant for relief shall sign a consent for all necessary 
examinations into, and reports upon, his health while 
he remains upon relief and a waiver and release for any 
professional service in excess of that authorized by the 
County Relief Committee. 
7. It is suggested that fees for home care in the towns 
and in the country be discussed upon the basis of those 
set up in the minimum Industrial Accident Commission's 
fee schedule for uncomplicated home visits, as these fees, 
unless a considerable volume of work is done, just about 
cover costs. It is further suggested that visits made be- 
tween 9 p. m. and 6 a. m. be charged for at higher rates 
than those made between 6 a. m. and 9 p. m. 

Obstetrical Care.— The Association suggests that, in 
counties where the problem of home care arises, a flat fee 
be agreed upon to cover prenatal care, delivery and post- 
natal care. 

Prenatal Care.—It is assumed that prenatal care 
consist of a physical examination on the patient’s first 
visit and not less than a monthly blood pressure determi- 
nation and urinalysis until the end of the seventh month 
and a bimonthly blood pressure determination and urin- 
alysis during the last two months. 

This care, considering the fee charged, should be given 
at the physician's office whenever possible. 

Delivery.—Delivery under this plan will be accomplished 
at home. 

Postnatal Care. 


will select care- 


will 


Postnatal care shall consist of not 
less than two visits by the physician—one shortly after 
delivery and one before permitting the patient to leave 
her bed, and whatever other visits are reasonably neces- 
sary in the particular case. 

Arrangements for visits by nurses will 
in the postnatal care of these patients. 

8. Immediately upon completion of a 
any reason care extends beyond a period of thirty days, 
on the first day of every month, physicians will submit, 
in duplicate and upon forms approved and provided by the 
County Relief Committee, bills for the services rendered 
by them to each patient under their care. The committee 
or individual of the local county medical society will ex- 
amine all bills submitted and will recommend to the 
County Relief Committee their payment in whole or in 
part. 

9. If any applicant for home care has had a family phy- 
sician in the past and wants him again if possible, the 
physician in question, if on the local county list, will be 
asked to take the call. He may refuse if the patient is 
not located in his geographical area, and no mileage in 
cities or excess mileage in rural districts shall be author- 
ized to give such requests effect. 

10. Drafts of the medical report forms, consents, waiv- 
ers, and rules suggested herein will be prepared and fur- 


materially aid 


case, and if for 
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nished by the General Counsel of the California Medical 
Association if desired. 

Upon the approval of a plan, the California Medical As- 
sociation will immediately begin, in cojperation with the 
Emergency Relief Administration, to aid the various 
county medical societies in the formation of their organi- 
zation and the names of the officers of these societies will 
be furnished the Emergency Relief Association for dis- 
tribution to the County Relief Committees. 

On motion of Kress, seconded by Dukes, the following 
resolution was adopted: 

RESOLVED, That a committee consisting of the presi- 
dent, the president-elect, the chairman of the Council, 
the chairman of the Executive Committee, the chairman 
of the Committee on Public Relations, the chairman of 
the Committee on Public Policy and Legislation, and the 
secretary be authorized to formulate the principles in 
accordance with the discussion and the tentative rules 
submitted, with power to act. 

The full committee met and authorized Doctors Kelly, 
Schaupp, and Harris to put the approved tentative rules 
into proper form for presentation to the Emergency Relief 
Commission. 


AN IMPORTANT COUNTY 
HOSPITAL COURT DECISION * 


Kern County Supervisors Lose in County 
Hospital Policy Injunction Suit 


From the Bakersfield Californian of October 17, 
1933, the following is reprinted: 


“Prohibiting Kern County from taking pay patients at 
the Kern General Hospital in competition with privately 
owned hospitals, Superior Judge K. Van Zante of Kings 
County today made known his ruling in the famous ‘hos- 
pital case’ here and ordered that the county Board of 
Supervisors be enjoined-from taking pay patients at the 
county hospital and others except those specifically de- 
fined by law. It is understood on good authority that the 
county will immediately appeal the case and carry it 
through to the Supreme Court for a final decision on the 
issues of the case. Ten local doctors originally brought 
suit against the Board of Supervisors seeking a restrain- 
ing order to prevent the county from accepting pay pa- 
tients at the county hospital, patients who were given 
hospitalization at cost prices. The board pursued this 
policy as well as taking care of indigents and those un- 
able to pay for hospitalization. 

Ten Plaintiffs 

“The doctors who filed the complaint against the super- 
visors and county are as follows: O. P. Goodall, T. M. 
McNamara, P. J. Cuneo, S. C. Long, N. N. Brown, F. J. 
Gundry, ©. S. Compton, W. H. Moore, L. H. Fox, and 
L. C. MeClain. 

“Superior Judge K. Van Zante was assigned to Kern 
County to hear the case, which was begun in June. A 
great amount of testimony was adduced during the hear- 
ing, and many witnesses were examined by opposing 
counsel, Attorneys Siemon & Claflin and M. S. Platz rep- 
resented the plaintiff doctors, and Attorneys F. EF. Borton 
and W. A. MeGinn appeared for the defendants. 

“The substance of Judge K. Van Zante’s order received 
today by F. BE. Smith, county clerk, is as follows: 

“Ordered that defendants be, and they are hereb) 
enjoined from admitting to Kern General Hospital for 
hospitalization any persons other than those within the 
classifications enumerated in paragraph 4 of plaintiffs’ 
amended complaint.’ ”’ 

Paragraph Explained 

“Thus paragraph 4 of the plaintiffs’ complaint holds the 
key to the court's ruling. This paragraph, paraphrasing 
the legal statutes defining those admissible to the hospi- 
tal, limits the use of the county hospital to the following: 

“Indigent sick, dependent poor, psychopaths, narcotic 
addicts, habitual inebriates, those suffering from active 
tuberculosis, physically defective persons under eighteen 
years of age in cases where parents are unable to care for 
them. 

“Thus the court’s ruling is that the province of the 
hospital is to treat and care for indigents and those 
others specifically prescribed by law.” 

* * * 


Physicians Win Ruling Limiting Hospital Cases 
Only Indigent Poor, Emergencies, Permitted at 
County Hospital 


The Fresno Bee of October 17, commenting on the 
Superior Court decision in the Kern County suit, 
under the above heading, prints: 

“Superior Judge K. Van Zante issued a permanent in- 
junction today forbidding the Kern County Board of Su- 
pervisors to admit any but indigent persons, emergency, 
psychopathic, and narcotic cases to the Kern General 
Hospital. 

“The ruling, made upon a petition by ten physicians 
representing the Kern County Medical Society, held that 
the supervisors’ practice of offering hospitalization to all 
persons is illegal. 

“The Board of Supervisors was expected late today to 
announce an appeal from Van Zante’s ruling. The officials 


* See also editorial comments, page 342. 


have contended throughout a 
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protracted fight with the 
physicians and private hospitals that a new state law 
empowers them to fix defining charges for pay patients. 

“The patients to be admitted were classified by the 
judge in accordance with the physicians’ petition. They 
are ‘indigent sick, dependent poor, emergency, psycho- 
pathic and narcotic cases.’ 

“The decision, if affirmed in the higher courts, will 
mean a reorganization of the hospital admittance sys- 
tem. 

S.&: * 


Additional comments from the Fresno Bee of Octo- 
ber 18 on the Kern County Superior Court decision, 
in re county hospital admission of pay patients, are 
the following: 


Hospital Ruling Puts Damper on Kings 
Movement 


Plans for Conversion Into General Institution 
Balked by Decision 


“The injunction issued by Superior Judge K. Van Zante 
of Hanford in the Kern County Hospital case, whereby 
he restrained that institution from admitting pay pa- 
tients, will, it is believed, probably put a damper on plans 
to convert the Kings County Hospital into a general 
hospital. 

“According to District Attorney Clarence H. Wilson, the 
ruling by Judge Van Zante would, unless countermanded 
on appeal, apply in all counties in similar situations. 

“The Kings County Hospital has been admitting only 
indigent and emergency cases, but some charges have 
been made in obstetrical and tonsillectomy cases where 
a surgeon other than the county physician has been 
employed. 

“Several grand juries have recommended that the 
county hospital make plans toward adopting a general 
hospital program, but so far the county supervisors have 
not taken any official action either for or against the 
an, 
ten B. Price, former foreman of the grand jury, to- 
day expressed himself still in favor of the principle of 
admitting pay patients. 

a 


“While official circles here were convinced an appeal 
will be taken to the State Supreme Court, Dr. Joe Smith, 
superintendent of the Kern General Hospital, today an- 
nounced the injunction issued by Superior Judge K. Van 
Zante here yesterday will have little effect on the oper- 
ation of the hospital. 

“Furthermore, according to Doctor Smith, the pro- 
visions of the restraining order, if sustained by the Su- 
preme Court, will not require any change in the building 
program recently proposed for the hospital, including the 
immediate erection of a $250,000 hospital annex. 

CARE OF PAY PATIENTS FORBIDDEN 

“The injunction was issued on the application of ten 
Kern County physicians, comprising the county hospital 
committee of the Kern County Medical Association. It 
restrains the supervisors and other county officials from 
permitting the treatment of others than indigents, psy- 
chopathic patients, narcotic addicts, and habitual inebri- 
ates at the general hospital. 

“Doctor Smith said that to his knowledge only four 
or five of the 393 patients under treatment at the insti- 
tution today would be excluded as able to pay under the 
terms of the injunction. 

“The hospital chief said the elimination of these pa- 
tients would not to any important extent overcome the 
congested conditions which led to the adoption of the 
building program, 

CAPACITY EXCEEDED 

“Doctor Smith announced the hospital has averaged 
370 patients throughout the present year, although its offi- 
cial capacity is but 250. He declared the institution is 
three years behind on construction to meet its needs. 

“Ffed Borton, special attorney who was associated with 
Civil Deputy District Attorney W. A. McGinn in opposing 
the application for the injunction, today predicted, the 
supervisors will appeal the case. Borton said the injune- 
tion is now in effect and officials must abide by its terms. 

“From a source close to the conduct of the case came 
the statement that the county’s stand is considered to 
have as good a chance of success now as when it was 
presented. This theory was based on the belief that the 
outcome depends largely on judicial attitude in the higher 
court in its interpretation of the law. 

RECENT TREND CITED 

“It is argued the right of the people to engage through 
their units of government in various undertakings has 
been expanded by judicial rulings recently, and that a 
hospital is a desirable project for community organization. 

“In their arguments during the trial of the case, the 
county’s attorneys pointed out that certain kinds of 
equipment desirable for the treatment of diseases are 
very expensive and could not be made available in many 
communities if the purchase of this equipment were left 
to private hospitals. 

“Under the policy of the Kern County Board, the gen- 
eral hospital has been open to all taxpayers, and dona- 
tions of $3 a day have been accepted from persons able 
to pay. No forced collections were made. Many persons, 
including county officials, obtained treatment at the hos- 
pital, said to be one of the best equipped in the state.’” 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VI, No. 11, November, 1908 
From Some Editorial Notes. 

Remarkable Gathering—Most remarkable, in more 
ways than one or two, was the International Tuber- 
culosis Congress held in Washington during the closing 
days of September and the early days of October. 
The daily press has had quite a little to say of it—par- 
ticularly of those things which seemed to 


present 
some sensational features. .. . 


7 7 7 


Is It Dollars?—I\f one takes a dispassionate bird’s- 
eye view of certain present conditions in American 
medical life, he will receive a distinct shock. Let us 
assume—and the assumption will be near enough the 
fact—that there are in the United States 125,000 phy- 
sicians and 250 medical journals. . . . 


7 7 7 


What a Difference—Comparatively recently two new 
hospitals have opened in San Francisco; both have 
been created from the medical profession, but in ways 
that differ as the day from night. Doubtless none 
save those who bore the burden can know the work 
and the strain and the personal sacrifices of the few 
men who unselfishly wrought, out of nothing, the 
University of California Hospital. First, a body of 
laymen—the regents—had to be convinced that the 
modern method of teaching medicine requires a hospi- 
tal with patients in it... . 


From an article on “Cancer of the Uterus—How May 
We Secure Its Earlier Recognition?” by W. Francis B. 
Wakefield, M.D., San Francisco. 

Of all problems which confront the gynecologist 
this is the most important. It is one of the two most 
urgent surgical questions of the day; the necessity for 
earlier recognition of cancer of the stomach being the 
other. In both of them, to await the appearance of 
classical symptoms puts the patient practically beyond 
the pale of surgical remedy. 


From an article on “Indications for Mastoid Operation” 
by D. H. Trowbridge, M.D., Fresno. 

The general public, and I fear some physicians, look 
upon a suppurative ear as a matter of small impor- 
tance. Some people think that the ichorous discharge 
from the ear is even of benefit to the system by drain- 
ing out impurities from the blood... . 


From an article on “The Pure Milk Problem” by 
George H. Kress, M.D., Los Angeles. 

The chairman of the Pure Food Committee indi- 
cated in his report some of the work undertaken at 
Los Angeles in the effort to secure a supply of pure 
milk. It is most important that we should have milk 
of the certified standards, because infants and invalids 
should be given no other. Its extra cost, however, 
will prevent its universal use. 


From an article on “Sanitary Supervision of Bakeries 
and Restaurants” by L. M. Powers, M.D., Los Angeles. 

The inspection of foodstuffs from the market to the 
table has not engaged the attention of the sanitarian 
or the public to the extent that it deserves. ... 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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BOARD OF MEDICAL EX AMINERS 
OF THE STATE OF CALIFORNIA* 


By Cuartes B. Pinkuam, M. D. 
Secretary-Treasurer 


News Items 


Board Hearings.— At the annual meeting of the 
3oard of Medical Examiners held at the State Capitol, 
Sacramento, October 16 to 19, inclusive, the following 
changes were made in the status of California licen- 
tiates: 

Robert S. Friend, M. D., Happy Camp, charged with 
narcotic violation; license revoked October 19, 1933. 

James A. Hadley, M.D., Arcata, charged wth nar- 
cotic violation; license revoked October 19, 1933. 

Matthew J. Marmillion, M. D., Los Angeles, alleged 
illegal operation; license revoked October 19, 1933. 

Rudolph F. Rohlfing, M.D., Hawthorne, charged 
with practicing under a fictitious name, i. e., German 
Cancer Clinic; license revoked October 19, 1933. 

Roy F. Ruth, M.D., Los Angeles, narcotic con- 
viction; license revoked October 19, 1933. 

Daniel B. van Wagenen, M.D., Ocean Beach, al- 
leged illegal operation; license revoked October 19, 
1933. 

George B. de Wees, M.D., Fresno, on October 19, 
1933, was placed on probation for five years. 

Louis A. Frary, M.D., Los Gatos, charged with 
narcotic violation, on October 19, 1933, was placed on 
probation for a period of five years, during which time 
he shall not have or apply for a narcotic permit or 
have narcotics in his possession. 

Isidor A. Wallach, M. D., Los Angeles, found guilty 
of aiding and abetting Christmas White and Nurse 
Aeberle, so-called beauty specialists, on October 18, 
1933, was placed on probation for a period of five 
years. 

Clayton E. Wheeler, M.D., San Francisco, found 
guilty of violation of Section 14, Subdivision 3 (alleged 
deceptive advertising) was placed on probation for a 
period of five years, with certain restrictions. 

Clark Smith, M.D., license revoked February 3, 
1932, was restored to practice October 16, 1933, and 
placed on five years’ probation, without narcotic privi- 
leges. 

Joseph T. Wrenn, M.D., license revoked July 16, 
1929, was restored October 16, 1933, and placed on 
five years’ probation. 

Simon R. Zachariah, M. D., license revoked March 1, 
1933, on narcotic dereliction, was restored October 16, 
1933, and placed on five years’ probation, without nar- 
cotic privileges. 

The probation imposed upon Richard J. Morrison, 
M.D., July 11, 1933, was terminated October 19, 1933. 


Forty-three applicants reported for written exami- 
nation. 


William R. Molony, M. D., at the October 16 meet- 
ing was elected president of the board, Clark L. 
Abbott, M. D., was elected vice-president, and Charles 
B. Pinkham, M. D., was reélected secretary-treasurer. 


From Oregon comes a warning that an impostor 
claiming to have practiced medicine in Pittsburgh, 
Pennsylvania, and also to have been associated with 
the Mayo Clinic, is headed this way. He is described 
as 5 feet 7 or 8 inches tall, dark hair, combed pompa- 


* The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertising 
page 6. 
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